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Foreword 



This book, Sound Minds in a Soundless World, as the name implies 
supports the promotion of sound mental health for all deaf people. Deaf 
people need mental health services just as hearms' people do. How- 
ever, society has turned a deaf ear to them in response to these needs. 
For centuries, this area of health care has been neglected. As was point- 
ed out at the first National Orthopsychiatr.c Workshop on Deafness, 
which was attended at Saint Elizabeths Hospital in Washington, D C in 
May 1976, by local. State, and Federal representatives from mental 
health and educational programs for the deaf, less than 2 percentof the 
43,000 deaf persons needing mental health services are receiving them. 
The necessity for improving and expanding mental health programs to 
meet the needs, with particular attention to'deaf chiWren, was empha- 
sized The recent World Congresses of the World Federation of the Deaf 
have also recognized'the need for expanding programs in mental health 
m deafness Saint Elizabeths Hosptial is to be commenced for playing a 
pioneer role m establishing mental health services for deaf people The 
National Institute of Mental Health reaffirms its commitment to support 
efforts in the maintenance of sound minds m a soundless world. 



Bertrams. BRawN./yt.D 
Director 

National Institute of '^tental Health 
1970-1978 
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Preface 



It is only within the last half of this century that interest m providing 
psychiatric mental health services for deaf people has slowly emerged. 
Prior to that time, such special services were virtually neglected, in spite 
of the obvious need for them. Perhaps the major reason for the delayed 
development of suitable programs is that deaf persons present a great 
challenge to therapists — the challenge to acquire special communica- 
tion skills, as well as knowledge of the psychosocial implications of deaf- 
ness In this context, communication entails more than linguistic ability, 
it implies a broader effort to understand the effect of hearing impair- 
ment on psychological and social development, and at the same time to 
realize the fundamental commonalities shared by all individuals, deaf 
and hearing. 

My first contact with a deaf person was with one who was mentally ill, 
this meeting occurred in 1947, when i was on the staff of a State mental 
hospital It was not until 196.3, however, that I decided to devote consid- 
erable time and attention to the understanding of deaf people and their 
problems relative to mental illness, this initiative was the beginning of 
what is nc.v' known as the Mental Health Program for the Deaf (MHPD) 
at Saint Elizabeths Hospital, Washington, D.C The program in its earliest 
stages f onsisted of group psychotherapy with deaf patten ts using man- 
ual communication (sign language* and fingerspelling) primarily. The suc- 
cess of this pioneering effort soon led to an expansion of services and 
eventually to a full scale program for deaf people, which presently in- 
cludes multidisciplinary treatment programs for patients, the training 
of deaf and hearing professional and paraprofession il trainees, and op- 
portunities for research activities Development of the MHPD has also 
led, of course, to contact with fellow professionals at work in this field, 
it was in this way that I learned of the pioneering program developed at 
the New York State Psychiatric Institute and the Rockland State Hospi- 
tal, and of later work at such places as the Michael Reese Hospital m 
Chicago and the Langley Porler Neuropsvchtatnc Institute in San Fran- 
cisco With the gradual development of programs for the mentally ill 
oeaf in a number of other States, and the concomitant exchange of ideas 
among professionals on both national and international levels, there 
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have recently been vveicome signb of progress m this long-neglected 
area 

Because the MHPD at Saint Elizabeths has played a pioneer role in 
the development of mental health services to deaf people, the detailed 
account of the program presented m later chapters is intended to inter 
est the staffs of other mental healtn facilities, and to promote the devel- 
opment of new programs ThereVemains a great deal of work to be done, 
and It IS my hope that this book will stimulate interest m several groups 
of readers, all of whom are important to future efforts The book is not 
designed exclusively, or even primarily, for mental health professionals, 
It IS also meant for individuals who may know little about mental health, 
especial!/ the mental health of deaf people, and who wish to be intro- 
duced to these subjects Thus laymen who are deaf may learn how to 
promote better mental health in the deaf community, as well as how to 
work together with hearing people to alleviate the suffering of the men- 
tally ill deaf, hopefully some will be stimulated to pursue professional 
ano'paraprofessional careers m the mental health field, and will be en- 
couraged to do so by parents and educators Laymen with normal hear- 
ing will find that deaf individuals are more similar to than different from 
hearing tndiv»duals, that fundamental causes of psychic disturbance are 
common to everyone, and that the elimination of the communication 
barrier between deaf and hearing is not only desirable but also of mutual 
benefit to all concerned In short, the book is designed to appeal to as 
broad a reading audience as possible in the belief that future progress 
m the treatment of the mentally ill deaf depends on coordinated efforts 
from all sectors of the community, and the existence of an enlightened 
and involved general public 

From the time that I began to >tudy manual communication under the 
tutelage of a deaf professor until the present — a period which includes 
10 year^ as Director of the MHPD — I have enjoyed warm and meaning- 
ful relationships with a great many deaf people m a variety of capaci- 
ties These have included student, teacher, cotherapist, coauthor, co- 
worker, and friend There is no doubt that the good fortune of these 
many opportunities has contributed greatly to my efforts lo establish 
comprehensive mental health services lor deaf people, and it is hoped 
that this book will provide a means of sharing the benefits of my experi- 
ences with others, and of thanhng indirectly my many deaf benefac- 
tors. I wish It were also possible' to acknowledge my friends and col- 
leagues on an individual basis, but the list is too long ^or me to do so I 
would, however, like at least to mention the following organizations 
and institutions with which I have had associations Callaudet College, 
the Model Secondary School foi the Deaf and its National Advisory 
Council, the Kendall Demonstration Elementary School (KDES) and its 
National Advisory Council, the Policy Advisory Council to KDES; the 
World Federation of the Deaf, the National Association of the Deaf, 
the Professional Rehabilitation Workers with the Adult Deaf, in partxu- 
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lar, Its Washington metropolitan chapter, the Alexander Graham Bell 
Association of the Deaf, the Registry of Interpreters for the Deaf, and 
two organizations whose functions are currently served by other organi- 
zations, the DC Association of the Deaf, and the Council of Organiza- 
tions Sei ving the Deaf 

I am equally grateful to the administration and staff at Samt Eliza- 
beths Hospital, whose efforts made possible the establishment and con- 
tinuance of the MHPD, and who gave assistance in many ways m the 
preparation of this book, and to the National Institute of Mental Health, 
which has continued to encourage and promote the work of MHPD 
since it assumed responsibility for Samt Elizabeths in 1967 To the many 
deaf patients who have participated m the program, and who have will- 
ingly cooperated in the efforts to establish effective modes of com- 
munication and treatment, I extend a special thanks 
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CHAPTER 1 



Implications of. 
Deafness 

/ 

In our socjety it is said that silence is golden This may be true 
when It exists part of the time and at one's own choosing However, when 
silence is permar>€nt and involuntary, as it is m deafness! it is anything 
but golden Our hearing soc ety has little awareness of people who ex- 
' perience deafness, moreover, the awareness that does exist is frequent-, 
' ly based on misconceptions Like many social attitudes, prejudice against' 
deaf persons is partly a cultural inheritance, a legacy from past times 
when any kind of handicap was superstitiously equated with inferiority 
Though we like to think that we in the 20th century are too sophisticated 
to sfigmatize people because of a physical impediment, it is not always 
possible to recognize the subtle forms which prejudice can take For ex- 
ample, 'ihe common phrase "deaf and dumb" is damaging on two 
counts first, the word "dumb" is inaccurate as d de5cnption of the physi- 
cal handicap of deafness, since deaf people are not mute' second, the 
phrase connotes that "dumb" may refer to intellectual faculties as well 
as sensory ones The fact that relatively snail numbers of hearing people 
have regular contact with deaf individuals tends to perpetuate these 
myths in the hearing community, and to maKe it difficult to open up a 
large-scale public awareness of the realities of deafness 

Deaf people are not "dumb" in any sense. Most are able to make 
vocal sounds an:<, despite the difficulties of cultivating the voice mto 
intelligible speech without the benefit, of hearing, deaf persons may 
achieve varying levels of speech proficiency That deafness does not 
affect I Q has been amply demonstrated by both linguists and educa- 
tors In Thinking Without Language, the renowned theoretical linguist 
Hans Furth concludes that deafness has no debilitating influence on the 
basic development and structure of the intelligence (1966)/this conclu- 
sion has been verified by more than 50 I Q. studies of the deaf (Vernon 
1968), and by the overwhelming consensus of professional opinion on 
the matter However, the understanding of deafness requires more than 
the laying aside of prevailing myths, which is fundamentally a negative 
approach, the hearing person should approach the deaf person through 
a framework of experiences which are common to both 

Deaf people are human beings with the same basic needs as other 
human beings -the need to love and be loved, the need for security, the 
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need to feel wanted, the need to achieve and be recognized for ihrr 
achievement, the need to be contributing members of society As tr 
noted psychologist Edna Lev me puts tt. "The inner weH-beng deaf 
individuals is subject to the same. psychological principles that govern 
the well-being of all humankind" (1960. p 28) Moreover, as we have 
seen, the potential of deaf individuals is no different from that of the 
heannji, thus the deaf should be able to satisfy their human needs as 
well as anyone else Presumably, the experiences of the deaf person as 
a child m the home, and later as an adolescent at school, and as an adult 
un the |ob and m the community should follow approximately the same 
developrrsental pattern as that of the person with r mai hearing, and 
the suuafand educational ach.evements ot the deai should roughly 
parallel .hose of their hearmg counterpart^ Unfortunately, hov/ever, 
great numbers of deaf individuals never realize their full potential, and 
tor d reason that is only tangenfally related to the condition of deaf- 
ness, that because they are cut off from the kinds of communication 
that tac ihtate a ^,teddv and natural develooment 

Communaation is one of the most important human activities It is 
A'ssentidl tur persor.ality development of the individual as well as for 
interpersonal relationships For communication in our society we d^ 
pend primarily on verbal language, both vocal and written, most hear 
ing prisons take tor granted the verbal-vocal language that makes day- 
tu-dav communit ation possible because they learn to speak their native 
language thruu,ih the natural process of imitating what they hear as chil- 
dren The deat person, however, lacks the norn^ial means of acquiring 
language that is, hearing, and must depend on his environment to pro- 
vide d substitute rr.pans by whi^ S he may learn communicative skills 
vVhen these means are denied, the deaf child's problems in communi- 
itttion become progessively worse, without the system of language ac- 
vept»M.i i>v society as its mode ot operation, the deaf individual is at a 
St', ere disadvantage m meeting society's expectations for educational. 
vt>i alK^nal and social achievement if a deaf person fails to achiev e ac- 
(urding to acceptable levels, ' is then labeled "inferior," an indict- 
ment wIik h tends to confirm the social prejudice which helped create 
^univ ot his problems The deaf person's real handicap is not deafness, 
init t i^mmunu ation problems that too often result from society's failure 
to provide' him with the nece*^sary resources and opportunities for a 
twiturai dev elopment The achievements of deaf people in the face ot 
sLH h o'dsUl les have been truly impressive, and deserving of high praise, 
h achievements also serve to demonstrate by contrast the 
large numbers ot individuals whose talents are largely wasted To under- 
stand deafness is first to understand the problems in communication 
v%hi^h deaf people confront every day, in all the Ordinary areas of ex- 
perien( e cind to perc eive the wa^jw-fft which an individual can become 
serious ly handicapped when his fundamental needs go unmet (Robin- 
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In order to it'ustrate the P^VfiJ^ogicpl. educational, vocational, and 
social implications o\ deaf nes^^pl chapter wjII present a prohle o\ the 
ieveiopmen* of a deat individual, with emphasis on the <.ommunica- 
tion barriers which exist at each stage, and a Jesaiption ol their possibly 
debiiiiatiM^ etfeccs It should be stressed however, that such a protile 
attempts to identify commonalities itmun^^ the deat and therefore miw»t 
disregard many of their very importanP^div idual differences Deat per- 
sons cannot be stereotyped as a cla^s ar.v more than hearmg people can, 
the compfex process ot human development is alway s an individual one 
Moreover, as- sociologists who deal m statistics are quu k to [)oint out, 
there is even some danger that < .dies which attem()t to isolate distinc- 
tive behavorial patterns might th^^nseKes c ontnbute to the talse stereo 
type of a homogeneous class It is important, then, to remember that 
profiles are useful as a wSiv ot prov iding essential intormation, they can- 
not hope to describe the many c omplexities ot a heterogeneous group, 
nor do they intend to The intention ot this c hapter is to enlarge the pic- 
ture of deafness tor an uninitiated reader so as to provide a tounda- 
tion tor subsequent learning, and to encourage the reader to pursue his 
interest through the best learning process ol all — direct contact with 
5 deaf people 

DEFINITIONS OF DEAFNESS 

It IS well to begin by establishing what tht* term deaf will mean tor our 
purposes We may define deafness as a hearing disability which makes it 
necessary for the person so atfected to depend on means other than 
auditory ones tor the reception of comniunicatton, putting it another 
way, deatness is a heanng disability so severe that it rec^uires the vie tim 
to use primarilv visual means for normal daily communication, and 
renders him or her incapable of carrying on a conversapon in the dark 
without the us^ ot the tactile sense This detinition deliberately avoids 
the technic^' disputes over the minimal degree of decibel loss that may 
be said to naracteri/e j deaf person and concentrates instead on the 
factor which most influences development — that is, difficulty in com- 
munication ^ 

As we have seen, deaf persons are not mute, however, speech pro- 
ficiency i3 usually related tu ap« of onset ot deafness, as well as the indi- 
vidual's opportunities for s- ^"^aining Since factors influencing the 
acquisition of language may related to age of onset, it is useful- 

to distinguish between the congenitally deaf and the adventitiously deaf 
The congenitaliy deaf are those who were born deaf, the adventitiously 
deaf are those who were born with normal hearing but in whom the sense 
of hearing became nonfunctional later through illness or accident Some 
of the adventitiously deaf became deaf before acquiring language skills 
through normal means, these are called the prelingually deaf Others of 
the adventitiously deaf became deaf after what is called the critical 
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period m lan^uiage development (i e , Mo 6 v^-'^fs of age), these are the 
post'lmgualK dear The profile presented m this chapter will concentrate 
on the congenitally and preun^jually deaf (currently, the largest groups of 
deaf persons) together with th postlingually deaf who lost their hearing 
prior to 19 years of age, or befo e they w^ able to assume vocational re- 
sponsibilities According to the 1974 national census of The Deaf Popu- 
lation of the United Stateb (Schein and Delk 1974), there are approxi- 
mately 450.000 individuals who comprise these three categories, their 
collective experiences necessarily include the special problems m < om- 
munication soon to be dist^ussed Although persons with other kinds of 
deafness — for example, those suffering from the progressive loss of 
hearing during the middle years, or in old age— may experience home 
Similar psychological frustrations, such ai. a feeling uf isolation, it is the 
congenitally, prelingually, and postlingUully but prevocationally deaf 
who confront unique social handicaps in trying to establish a healthy 
developmental pattern 

The scope of this chapter does not allow for detailed consideration of 
the etiology, or causes of deafness, or for the medical descriptions of 
the types of deatness, though both features are commonly used in de- 
fining the handicap However, it should be pofnted out that d^^afness of 
certain etiologies may be accompanied by other disorders ' example, 
one of the causes of deafaess, maternal rubella (commoniy known as 
German measles) can sometimes result in multiple handicaps, including 
brain damage and related emotional disorders, this may ^Iso be true of 
certain types of genetic etiologies It does not follow, of course, that a 
person with multiple handicaps has necessarily suffered organic brain 
damage, or that rubella induced deafness is always accompanied by an 
additional handicap However, the reader should be advised that in de- 
scribing the ordinary eAperiences of deaf persons, this book does not in 
elude those v. ho suffer from another handicap which restricts the nor- 
mal development of their intellectual capacities 

THE EARLY HOME LIFE OF THE DEAF CHILD 

Communication between mother and chiid plays a vital role in the 
development ot the personality of the child Even before the hearing in- 
fant can perceive language, he or she gets certain cues from his mother 
which convey feelings of love, security, and comfort These feelings are 
communicated through being held, caressed, fed, and looked after The 
friendly, tender voice of the mother, or the sounds of her footsteps ap- 
proachmg*can be greatly reassuring to an infant Of course, certain 
souncTscan be equally frightening, but learning to cope with these, and 
to distmgeish them from friendly sounds, help facilitate the develop- 
ment of the child's personality 

As the child develops, he learns to relate to his mother even more 
directly through Jie communication of language The acqjisition of 
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language is, of course, gradual, and largely unconscious, it is part ot the 
carefully calibrated process b\ v\hich an Mtant comes to (prnis with his 
own separate identity, and with the world as it exists around him A 
child learns to speak "naturall\/ that is, he imitates what he hears and 
thus assimilates the basic structures of his native language without be- 
ing taught them directly As languuje proficiency develops, the child 
who does not have a comm'mication barrier has increased opportunities 
tor communication nd warmth with his mother, and the relationship 
between the two i ows stronger By the t.me a child is readv to.enter 
school, he has learned to communicate with the world outside his home 
as well 

A dear infant is deprived of .viany of these advantages Although he 
may experience the physic?! comfort of being fed, held, and carressed, 
he misses those other communications .vhich are perceived by the hear- 
ing infant through the auditory mechanism He cannoi hear his mother s 
voice m the next room, reassuring him of her presence, he must depend 
on sight, tactile sensations, and vibratiuns for information about his en- 
vironment, and he learns quickly that hv !s cut off from certain kinds of 
warning signals-for example, when a person approaches without his 
knowledge As the child matures and tries to relate to the hearing world 
outside him, he encounters an even bigger stumbling block, he is denied 
auditorv access to the means througn .>hich peodle in that world com- 
municate - language In order for the deaf chilcTto develop normally, 
and to learn what he needs to know to communicate with the hearing 
world, the parents must be aware ot his special needs, and take the neces- 
sary steps early to provide them 

Unfortunately, many parents are themselves quite understandably 
handicapped in learning to cope realist'cally with their child s deafness 
Most deaf children have hearing parents, many of whom have had no 
prior experience with deafness, and no reason to expect deafness m 
their child, moreover, they have probably been affecied, at least in- 
directly, b the stigma ot shame which society places on deafness Con- 
trary to the reactions of deaf parents, who are usually psychologically 
prepared for a deaf child, hearing parer.^s are apt tc react with shock and 
disbelief, tollowed by what is sometimes called a period of mourning 
^s Solnit and Stark point out m an article describing this painful process, 
the mourning is not in itself unhealthy, since it .allows the parents to ad- 
just to the "death" ot the normal child whom they expected, and to work 
through the feelings of guilt and responsibility which most have tor hav- 
ing a handicapped child (1958) However, parents usually need help m 
clarifying the realities ot their situation in order to avoid responding to 
thc> child in oneot throe fundamentally negative ways first, by rejecting 
the child and later sending him away from home so as to avoid the re- 
proach of what the parents feel <ks their failure, second, by denying the 
child's deafness m search of the so-called miracle cure, a lengthy process 
m which much valuable i' arnmg time .s wasted and third, by overpro- 
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tectmg the child so that he js unable to learn to cope for himself It is 
hard to gauge the extent to which negative social attitudes underlie 
these confused responses in parents, but there is no doubt that the gen- 
eral lack ot knowledge about deafness contributes to the false and exag- 
gerated notions which many of them hold 

If the parents are able to work through their grief realistically, and to 
turn their attention to the healthy development of the child, they are 
otten at a loss to discover the best means of educating their child in the 
early years They learn that there has long been a dispute between edu- 
cators of the deaf over oral vs manual means of communication The 
oral method makes use of lip or speechreading by detecting words from 
the shapes made by a speaker's lips and from his facial musculature 
Strict oralists believe that a child should be taught to speak, and to 
speechread only, he should not be allowed any manual form of com- 
munication ^hose who argue tor manual methods point out that the 
use of the hands is both natural and comfortable for a deaf child, and 
provides the best means of learning his native tongue the child may 
tmgerspell, that is spell out words on the fingers by means of a manual 
alphabet, and?or sign, that is, form single configurations which convey a 
whole word or thought Most systems of communication in use today 
combine oral and manual techniques, such as the simultaneous method 
adopted by CalLudet College, m which persons express themseleves 
through signs, fmgerspelling, and speech and receive communications 
through interpretation of manual conf ig^urations, speechreading, and 
amplification, the Rochester method, which uses speech supplemented 
by fmgerspelling as the mode of expression, and a variety of new sign 
language systems concerned with accommodating signs to English 
grammar (again as a complement to speech) and grouped together by 
the National Association of the Deaf under the term SigUsh (Caccamise 
and Drury 1976) Although parents may be initially confused by the vari- 
ous arguments offered by proponents of these and other systems, most 
experts today agree that parents should never be forbidden by educa- 
tors to use a specific means of communication, and that most will decide 
to combine methods in an effort to achieve as total a communication 
as possible with their child Thus parents may adopt a kind of sign lan- 
guage at the same time that they encourage and develop speechreading 
:,ki!ls. they will provide various kinds of auditory stimulation and vibra- 
tion in the early months, and they will encourage the child to communi- 
cate with them m a variety of v/ays, including, of course, speech What 
IS important is that the child is made tcfeel that he is m touch with the 
people who love him, and with his environment, and that he is given a 
substitute means of learning what he must know to take his place m the 
world — language 

The psychologic al ambivalence which some parents feel after giving 
birth to a deaf child, together with their confusion over how best to help 
the child, are not insurmountable problems, many parents both deaf 



17 



IMPLICATIONS OF DEAFNCSS 



and hearing, have great success in providing the environments which 
allow their children to develop normallv There is little doubt, however, 
that others are m need of guidance and counsel, and that lack o* such 
direction at crucial periods in the child's development may seriously re- 
tard the child's subsequent socialization Concerned piofessionals are 
thus calling for a wide range of reforms designed to help these new 
parents, including an informed medical profession that can provide 
parents with the facts about deafness, and refer them to appropriate 
agencies (Robinson 1974), psychological counseling where necessary 
(Schlesinger and Meadow 19/2), an increase in social workers who may 
aid in family counsehng over an extended period of time (Hurwitz 1969), 
learning resources through which parents ma\ binome educated m the 
various modes of communicating with their child (Mmdel and Vernon 
1971), and a strong national organization of parents of deaf children, 
with State and local chapters, in which deaf and he.rmg parents can 
exchange insight, k.iowledge. and experience (Williams and Adier 1974J 
Patterns for future adjustment are usually set early, when a child is 
most vulnerable to an environment which he cannot control Given the 
right kinds of opportunities, a deaf chHd nnay develop emotionally and 
intellectually m a healthy and satisfying way, denied these opportunities, 
the deaf child moves out into the world lil-equipped to cope with its 
demands 



EDUCATIONAL IMPLICATIONS OF DEAFNESS 

That far too many deaf children are not deriving maximum benefit 
from formal schooling is evident in the conclusions of many studies ot 
der^f educational achievement There is no concensus about the extent 
of the lag in deaf achievement, but it is clear that the average graduate 
of a deaf secondary level school is not advanced as his hearing counter- 
part In addition, there is the problem of dropout, the studies of Alt- 
shuler and Baroff in New York (1969) showed that more than jo percent 
of deaf students leave school before 16 years of age, and are thus even 
further behind m educational achievement It may be that the tests that 
have been used to measure the learning progress of deaf stuvdents are 
themselves in need ot refinement, recent analyses made by the Office 
of [)emographic Studies at Callaudet College (March and August 1972, 
July and September 1 973) show this to be so- Analysts there have demon- 
strated, for example, that the Stanford Achievement Tests commonly 
used to determine educational achievement and to compare deaf and 
hearing children contain several sections which are inappropriate for 
deaf students due to their emphasis on knowledge acquired through 
auditory means, the staff has modified the test accordingly and is in the 
process of presenting statistics measuring deaf educational achieve- 
ment in Its proper context The demographers do not use the new data 
to compare deaf and hearing students, but they do identify learning 
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problems among deaf students which require immediate attention-for 
example, weaknesses m reading comprehension/ vocabulary and 
related tests, and a rather slow rate of progress over ,ieriods of several 
years Language deficiencies were also found in a 1960 study by Roy 
and Schem of incoming students to Calluadet College, though there 
was a discrepancy of only ^ to 3 years in achievement between deaf and 
hearing college candidates, the deaf students scored much higher on 
nonverbal than on verbal questions However, the exact nature and 
extent of the deaf educational lag is not the issue here, what is 
important for our purposes is that the deaf student is usually not able to 
take full advantage of his educational opportunities, and that the rea- 
sons for this problem are once more related to communication handi- 
caps 

It IS obvious that ii a child goes to school without his nativL lan- 
guage, and some means of communicating it to others, he or she is 
going to have a great deal ot catc hmg up to do, thus many professionals 
stress the lack of early education in the home, and the lack of nursery 
school training, as causative factors in later learning problems How- 
ever, the deaf child too often has had to contend with emotional 
trauma as well, since the pattern in the past has been for parents to 
place him at an early age m a residential school for the deaf where his 
contacts with his family and relatives vyere infrequent and unsatisfying 
The child, who often was not adequately prepared for such a displace- 
ment, might remain in such a setting until his late teens or early 
twenties with restricted access to the hearing world, although there 
we-e many obvious benefits to be derived from opportunities for friend- 
ships with other deaf students, and with concerned teachers 'and ad- 
ministrators, the residential setting nonetheless served to isolate the 
deaf child from a broad range of experience In addition, the child often 
tound that in the residential school, manual communication of any 
kind was severely restricted, if not forbidden altogether, so that a 
natural and satisfying mode of self-expression was denied him Since 
the ability to learn is intimately tied to psychological security and well- 
being, and to the capacity to communicate with and absorb from the 
environment, it is not surprising that large numbers of deaf students 
failed to fulfill their learning potentials 

Today, however, the situation is changing, and the educational prog- 
nosis for the deaf child is constantly improving The long struggle be- 
tween purists of the oral and manual schools of thought has been great- 
ly mitigated by the progress of the theory of total communi- 
cation-that is, that a deaf child should be taught to speak, to 
speechread, and to communicate with his environment manually as 
well 1 heie IS a decided increase in the number of children who receive 
preschool training, and a wider range of educational programs from 
which parents of deaf children may choose In addition to the public 
residential sc hools, there are private residential schools, public and pri- 
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vate day classes, v\hich allow a child to livt* at home, and an ever in- 
creasing number o\ spe( lal programs in hearing schooK which are de 
signed to keep deaf children ciose to their families, and integrated with 
hearing students On the campus of Callaudet College are two modern, 
model institutions which are making great strides m educating the deat 
The Kendall Demonstration Elementary School, opened in 1971, and the 
Model Secondary School for the Deaf, opened m 1969 Perhaps most 
importantly, the signing mto iaw of the Education for All Handicapped 
Children Act (Public Law 94-142) in 1975 ensures Federal commitment to 
the education of handicapped children (ages 3-21), and to the develop, 
ment of preschool services m local districts and States 

Acco-ding to Stephen Quigley's 1974 review of the postsecondary 
scene, the opportunities for deaf students in institutions of higher 
learning have also !>howr marked improvement since the early sixties, 
he estimates that the number of deaf students in postsecondary edu- 
cation quadrupled between 1960 and 1970 Quigley points out that 
prior to the mid-sixties, the deaf student who was not among the 
tfdction admitted to Callaudet College did not usually have alternative 
options for higher education Now. however, he or she may choose from 
among an impressive arrav of possibilities the Natior.c' Technical In- 
stitute for the Deaf (NTID) at Rochester Institute of Technology m New 
York offers a program for deaf high school graduates that is connected 
to the Rochester Institute's regular programs Deaf students may sign 
up for special classes for the deaf, or they may participate, with ihe aid 
of an imerpreter, in classes at the Rochester Institute Most students 
combine types of classes and thus benefit from the advantages of 
integration Degrees are offered m such areas as electrical or 
mechanical engineering, photography, printing, business administra- 
tion, and electronics Other special programs for deaf :»:udents are avail- 
able at California State University m Northndge (on both undergradu- 
ate and graduate loveK), Delgado ( olleMe m New Oritsnis louisuma, 
Seattle Community College in Seattle. Washington, and the St Paul 
Technical and Vocational Institute in St Paul, Minnesota The philoso- 
phy ot all these programs is to [)rovKJe th(» deat >{udent with oppor- 
tunities Tor integrated education, and with the necessary knowledge 
and skills to keep him or her in the mainstream of Air.erican life A re- 
cent compilation of postsecondary opportunities for the deaf (Rawlmgs 
et al 1975) describes 43 postsecondary (college) programs distribute ^ 
throughout the country, m addition, there are hundreds of community 
colleges which offer regionally oriented vocational programs m which 
the deaf may and do participate Callaudet College, th^* original institu- 
tion of higher education for the deaf (it has graduated over 4,000 people 
since 1864). has greativ expanded its undergraduate e*^6 graduate pro- 
grams during the past decade, thus providing a wider range of choice 
for the potential student, it has )omed the Washington Consortium of 
Colleges and Universities, which allows a Callaudet student to take a 
O 
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course in any of the member inbtjtutior.s (with interpreting services pro- 
vided free of charge), and in 1970 it estabhshed a model Center for Con- 
tinuing Education which provides hundreds of varied course selections 
tor adults Finally, there are many deaf students who are able to attend 
regular classes at hearing colleges which have no special programs and/ 
or facilities for them Thus it can be seen that the severe restrictions in 
educational opportunities which the deaf individual faced m the past 
have been greatly diminished, and that professionals in deaf educa- 
tion on all levels are trying to ensure that the deaf student gets an even 
break When the learning potentials of deaf children go unrealized 
through no fault of their own, as has been the pattern in the past, it is 
necessary for the educational establishment to assume responsibility for 
reversing the trend The evidence of the seventies suggests that this is 
being done, and that educators and administrators at hearing schools, 
together vvuh their supporters and friends in the general public, are 
making significant contributions to the effort 

VOCAlfcNAL IMPLICATIONS OF DEAFNESS 

Communication barriers erected in early life carry over into the area 
of vocation A deaf person does not, of course, expect to be hired for a 
jOb that specifically requires hearing, however, the language deficiency 
often begun dt home and carried through the years of formal schooling 
becomes a serious restriction in the lob market Studies of the deaf 
communities in the Washington, D C and New York areas (Schem 1968, 
Altshuler and Baroff 1969) show tha* the majority of deaf males were 
employed in some kind o^ manual labor, in New York, on!y 6 percent 
held clerical jobs (all college graduates) and less than 3 percent were 
employers or businessmen Thus deai people are overrepresented in 
skilled trades and grossly u^derrepresented in clerical, professional, 
and managerial Dosituns, many of which do not require hearing It is 
difficult to ascertain the extent to which social prejudice holds the deaf 
back (68 percent of the Aorkers canvassed m Altshuler and Baroff's 
New York study felt they were discriminated against), the hearing 
supervisor may not even be aware that the impatience oi frustration he 
feels at having to deal with a problem in communication may redound 
unfairly on the deaf employee However, it is undoubtedly true that 
language deficitncies contribute to the plight of the deaf adult looking 
tor work, and that many of these adults, as Vernon(1969) points out, are 
forced to take up manual labor because they lack opportunity m higher 
levels of employment 

The studies establish that the records of deaf workers are good 
lht»y havt' sUibU* (( nurr rei orcls, their earnings comfMf^' tavorably 
with those of their hearing counterparts, they are not accident prone, 
their hearing loss does not interfere with their efficiency Moreover, 
employers generally view the deaf as satisfactory workers, so that 
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whatever the barriers to promotion or change might be, it can be said 
that the deaf individual who acquires a position will maintain it under 
.ordinary circumstances by performing well. 

However, the evidence of the seventies mdicafes that there has 
been, and will continue to be a significant decrease m the numbers of 
manual jobs available through manufacturing firms-a ma)or source 
of employment for deaf laborers (Mindel and Vernon 1971, Schein 
and Delk 1974) The deaf worker who is caught in this crunch will not 
find it easy to. move into a clerical position with the same company, 
his or her only recourse is to retrain for another kind of occupation, 
with all the disruption of personal and family life that such a change 
entails This lack of flexibility also makes it difficult for the deaf 
worker to be as mobile as his hearing counterpart, when one's options 
are few, one is much less likely to go looking for new opportunities. 

The employment prospects for deaf adults who dropped out of 
school, were discharged for disciplinary reasons, or who have very low 
levels of academic achievement are much bleaker, in addition to con- 
fronting the usual forms of social prejudice, these individuals are 
likely to have minimal language proficiency, and are often suffering 
from emotional disorders as well Su. ' a group was recently part of a 
proiect at the Hot Springs Rehabilitation Center in Hot Springs 
Arkansas Not surprisingly, the staff concluded that the limitations of 
these men and women did not result primarily from deafness, but 
from early deprivations; lack of healthy family interaction (all but one 
person in the group had hearing parents), of preschool preparation, of 
opportunities fo- total communication and self-expression in the years 
of formal schooling (Stewart 1974) Only 55 percen. of the group 
completed the program It is easy to imagme how severely disadvan- 
taged such individuals would be in maintaining a job in a normally 
competitive environment, much less in an environment tainted with 
prejudice against the deaf. There are, of course, aho instances m 
which a deaf person who should be able to take his place on the labor 
force without undue difficulty feels discriminated against and has dif- 
ficulty adjusting on the new job If the hearing supervisor does not 
take the trouble to try to understand his behavior, and fires him, the 
same problem is likely to present itself in a second joL, and in subse- 
quent jobs. Such a vicious circle might well result m the deaf 
individual's acquiring a reputation as a poor work risk, after which he 
IS unable to get good references, finds himself barred from taking his 
place in society, and may begin to develop antisocial behavior. 
Oftentimes such a situation can be prevented if both employer and 
employee make mutual efforts to understand each other's point of 
view early, and to handle the difficulty together 

It IS clear that the problems of the average deaf worker m acquiring 
clerical, managerial, and professional positions, and th«> special prob- 
lems of the severely disadvantaged deaf in acquiring and maintaining 
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a )ob at all, have complex roots m their personal and social histories 
and are mextncably tied up with their problems in* communication 
Vocational rehabilitation workers are aware this, increasingly, 
agency services include opportunities for continued education and for 
psychological counseling, as well as for job training In addition, 
much research is being done into the causes of deaf unemploy- 
ment and into ways to enable the deaf individual to cross the com- 
munication barrier before he reaches adulthood The Professional 
Rehabilitation Workers with the Adult Deaf, Inc (PRWAD). an 
mte disciplinary organization established m 1966, has spearheaded 
many of the most recent innovations m the field of rehabilitation, the 
establishment of the Bureau of Education of the Handicapped in 
January 19o7 made possible vocational programs of all kinds through 
the Social and Rehabilitation Service of the Departmeni of Health, 
Education, and Welfare, and the Rehabilitation Acts of 197? -and 1973 
authorized the establishment of centers for deaf individuals who can- 
not be served at existing facilities (for a complete listing of rehabili- 
tation programs and services, see the April 1974 issue of American 
Annals of the Deaf) Perhaps most importantly, deaf individuals who 
are in need of some kind of habilitation or rehabilitation no longer 
have to face communication problems in the agencies designed to 
help them, as was true m the pa<.* interpreting services are provided 
either by the agency itself or through the Registry of Interpreters for 
the Deaf, established m 1965 

However, there is still a severe shortage of social workers, counse- 
lors, and psychologists m rehabilitat.on work, and it would be 
gratifying to see more deaf professionals helping to reduce this shorty 
age The deaf worker has several advantages he or she is usually able 
to communicate more easily with deaf clients, he knows from experi- 
ence at least some of the communication handicaps which the client 
has faced m the pa^t, his professional position m itself attests to the 
success which a deaf person can achievp, and thus adh as a positive 
influence on the client, he provides a bridge between the deaf client 
and the hearing world from which the client may feel excluded In the 
interests of encouraging deaf individuals to jOin with hearing associ- 
ates m the field of rehabilitation, a special undergraduate program 
was established at Callaudet College m 1969-70 to train deaf students 
in sQcial work, in addition, there are programs at Callaudet and else- 
where which are not specifically designed for rehabilitation work but 
which nonetheless provide students with the necessary educational 
background for on-the-iob training The vocational problems of dea^ 
individuals canno< be eliminated completely until major changes have 
taken place m the patterns of early development and education, 
however, the entrance of deaf professionals into the field of 
vocational rehabilitation is ceitainly a strong and positive step 
forward 
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PSYCHOSOCIAL IMPLICATIONS OF DEAFNESS 

It is fitting that a consideration of the psychosocial implications of 
deafness should climax this chapter, ^ince the soc a! being that a per- 
son becomes is the sum total or aggregate of his or her psychological 
and social adjustment to all previous experiences, in addition, the 
problems that an individual has in relating to society are ususally 
extensions of earlier problem situations The hearing reader should 
have no difficulty at this point in imagining the frustrations which 
deaf people experience in ordinary social intercourse. How, for 
example, does a deaf person with language difficulties consult with 
experts regarding his insurance and financial security? If he is accused 
of breaking the law and taken to court, how can he consult properly 
with his d< 'ense counsel? If he is in need of medical help, how can he 
be sure tt)at his doctor or nurse really understands him through the 
communication barrier? What about privacy when a third-party inter- 
preter is present? Is he or she being short-changed? Deaf persons can 
tell many sto.ies about situations in which they or their deaf friends 
failed to understand their doctors, and were too intimidated or 
a*ihdmed to confess thejr confusion. It is therefore not surprising that 
many deaf people face everyday contacts with hearing people with a 
certain degree of uncertainty 

This is one of the reasons for the establishment of the so-called 
deaf comi 'nity, in which persons who share the same lifestyle and 
have had many of the same educational experiences come together 
through various organizations, professional assoctatipns, and clubs, 
and/or collect in the same area There has been much written about 
the deaf community as ''clannish" and isolationist, and u has often 
been criticized as an unhealthy alternative to total integration with 
the hearing wo'ld, deaf persons sometimes share this view and pre, jr 
to be identified primarily, or even exclusively, with hearing] society. 
There is, however, much that can be said iri support of a deaf com- 
munity, as a kind of culture in itself, it provides opportunities for 
work, for competition, for social interchange, without the discom- 
forts of the communication barrier Moreover, members of the deaf 
community are not restricted to exclusive intercourse with the deaf 
on the contrary, the evidence is that most deaf persons move between 
worlds, benefiting from the advantages of boih — and are more likely 
to do so when their roots in the d^af culture are secure. The deaf 
community should also not be sterotyped as a single body of people 
who all act alike, any more than the deaf individual should be 
stereotyped according to popular notions of deafness Though one may 
identify patterns of behavior in the deaf community, sornetimes 
reaching back to shared experiences of segregated education m resi- 
dential schools, the wide individual variations in educational level, 
intellectual ability, and socioeconomic status which exist in this 
culture are like those which exist in any culture. 
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With the foregoing reservations in mind, it is possible to generalize 
from the evidence of several studies about patterns m the lifestyle of 
the deaf community (Schem 1965, Schem 1960, Ramer, Altshuler, and 
Kallmann 1969, Vernon 1969) Over 90 percent of persons who be- 
came deaf before 6 years of age marrv other deaf persons, family life- 
is relatively stable and the divorce rate low (although the rate of 
divorce for deaf females in New York exceeds that of hearing females 
and deaf males) Most deaf adults claim to have a religious 
preference, although a »^rge number attend exclusively deaf congre- 
gations There is ample evidence that deaf individuals are law abid- 
ing and commit fev.'er crimes proportionately than the general popu- 
lace (those who do, confront another communication barrier, since 
there are virtually no treatment facilities for deaf criminals), \n addi- 
tion, there are studies which contend that, contrary to popular ex- 
pectation, the driving records of deaf drivers are better than those of 
their hearing counterparts The majority of deaf persons vote, read 
newspapers daily, and en)oy an active social life comprised largely of 
the same activities that interest hearing people Sports is an extreme- 
ly popular pastime — there is even a world-wide Deaf Olympics, or 
International Games of the Deaf, held every 4 years — and, with the 
great advances m technology ^r the deaf made recently, there is 
more interest than ever m movies and television The National Bureau 
of Standards provides captioning of telecast programs, the New York 
University Deafness Research and Training Center has or^ani/ed a 
cooperative of cable T V systems (Williams and Adier 1974), and the 
Captioned Films and Telecommunications Branch of the Bureau of 
Education for the Handicapped provides a wide selection of popular 
and educational movies Advances in teletype-equipped answering 
services are also helping to relieve the deaf person of many social 
pressures Teletype-telephone systems (called TTY's) print out the 
caller's message on a teletype machine, the very portable manual 
communication module (MCM) is equipped with a typewriter key- 
board, a cathode ray display panel for messages and, of course, 
telephone linkage Thus it is now possible for deaf individuals to call 
for emergency help, to make business contacts, and to enjoy social 
conversation with friends 

Perhaps the most important aspect of the deaf community, 
however, is the way in which it promotes the establishment of deaf 
organizations, and ultimately the consolidation of deaf leadership 
Most deaf persons belong to at least one deaf organization or club 
(Schem 1968), some, like the American Athletic Association for the 
Deaf, have primarily social functions Others, like the National 
Fraternal Society, have dual purposes, NFS acts as a fraternal organi- 
zation, but IS foremost a life insurance, sickness and accident benefit 
organization Deaf men and women, like ail self respecting individ- 
uals, do not like to be dependent on agencies and services provided 
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exclusively by hearing people, moreover, they wish to take leading 
roles in the efforts to enlighten the public about deafness, although 
this IS not always easy to do To take a case in point there is no 
doubt that hearing members of the medical profession can do a great 
deal to help the profession acquire greater awarene:>s of the health 
problems of deaf people and greater skills in dealing with deaf 
patients, at the same time, as Vernon points out in The Deaf Com- 
munity's Responsibility in iMedicai Habilitation (1971), it is frequently 
up to the deaf patient to take the initiative in establishing a method 
of communication with his doctor When deaf people share 
experiences and work out ways of remedying problems together, it 
becomes easier for individuals to contribute directly to the resolution 
of communication difficulties, and to overcome the natural 
discomfort which attends manv social situations with the hearing The 
importance of such organizations as the National Association of the 
Deaf (a confederation of State associations) is, then, very great it 
sponsors institutes, congresses, publications, and special projects m 
which deaf people contribute directly to the social, cultural,, and 
educational progress of their communities, and it provides, through 
the monthly publication or Ihe Deaf Amenum, a means of 
exchanging valuable experience and expertise The modern move 
awav from the paternalism of past times is largely due to the growth 
of deaf activism in a variety of such organizations and to the 
emergence of both proressional and nonprofessional leaders from the 
deaf communay Deaf activism is, of course, rarely divorced from 
that of concerned members of the hearing community, and there are 
many predommantly hearing organizations which link up with the 
deaf community through special projects, the new Center for Law and 
the Deaf, for example, is a joint venture of GaUaudet College and the 
National Law Center of George Washington University, and is de- 
signed fo ensure that deaf persons may ubtain professional legal 
counsel and services 

Such journals as The Deaf Amencan, The journal of Rchabihtation 
of the Deaf, American Annals of the Deaf and the recently published 
journal by Saint Fli/abeths Hospital, Mental Health in Dea/ness, 
have circulations which reach far b^yonJ {he deaf community, and 
contain reports of any and all projects designed to help the deaf Thus 
the identity which a deaf person may find within the deaf community 
eventually leads out into a much wider range of experience, there is 
no doubt that deaf people are becoming more sophisticated about 
society, and taking more responsible positions withm it 

It IS also true that in recent years society in general has become 
more sophisticated abou^ deaf people Much of this can certainly be 
attributed to such previously discussed factors as change withm the 
educational system. allovMng for greater integration between deaf and 
hearmg However, the deaf community has also done a good job of 
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advertising itself, as can be seen in such highly successful enterprises 
as the National Theatre of the Deaf, hearm^ persons who are exposed 
to the beauty, grace, and imagination of the company's signed 
performances come away with i unique aesthetic experience, as well 
as an msight into deafness Th re are other attempts to make the deaf 
culture available to a wide audience, for example, in the report of the 
Commission on Psychology or the Vllth World Congress of the World 
Federation of the Deaf (1975, p 13), the following two recommenda- 
tions were included. 

IX The WFD ask its representatives from different countries to 
collect folk stones m sign language and film them The stories 
should be those of the deaf themselves, not those of the hearing 
These should be made available on tape and film 

X That there be added to the Department [sic) of Sign Lan- 
guage at Callaudet College two chairs for the development of 
Sign Language as an artistic medium, that these chairs go to 
qijdhfied deaf people regardless of their academic qualifications, 
and that one chair would be rotating, with a different artist from 
a different country invited each year for a one-year period 

The Commission also recommended that the WFD set up a Peace 
Corps of young deaf to work in other countries, all of these sugges- 
tions reveal the pride which deaf persons take m their own culture, 
and their wish to share it with others 

Perhaps the best way to illustrate the success that d» af individuals 
have had m overcoming the communication barriers and the social 
handicaps of deafness, and in benefiting frorri the resources of the 
deaf community, is to mention several contemporar, achievers who 
are deaf, iuch as )ack Ashley, a member of Parliament in England; 
john Warcup Cornforth, the English winner of the 1975 Nobe' Prize 
for chemistry, Bovce Williams, Director, Office of Deafness and Com- 
municative Disorcic. in the Department of Health, Education, and 
Welfare (Dr Williams was also an initiator of the National Theatre of 
the Deaf), and the late Dr. Peter Fine, who lost his hearing late in life 
and was former director of medical services at Callaudet College and 
editor of the book Deafness in Infancy and Early Childhood. When 
larvik, Sakberger, and Falek reported on a survey of deaf persons of 
outstanding achievement in 1969, many people were surprised to see 
what a variety of careers was encompassed by the 27 individuals so 
honored accounting, architecture, biochemist . biology, chemistry, 
museum curating, dentistry, draftsmanship, editing, engineering,, 
mmisterial services, physical therapy, teaching, translating It is oc 
vious that outstanding achievement by a deaf person requires 
considerable «.ouraye and determination, that a deaf professu al who 
has made a significant contribution to his field has first had to over- 
come many problems in communication which his hearing competitor 
never faces There can b^QOthing more important to the prospects of 
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future leaders from the deaf community than havmg the kinds of 
models these men and women represent. 

Intelligence is sometimes defined as the sum of all an individual's 
learning experiences, neither the intelligence nor the psychological 
makeup of a person is fixed and immutable. For too 'long the deaf 
person has been confronted with what may be called a series of ab- 
normal learning experipnces-in the home, the school, at work, aad in 
society In this sense, it is not the deaf individual who is abnormal, bu* 
the environment in which he has been expected to operate As a re- 
sglt,'there has' been a very great and unnecessary amount of waste, 
v^ste of intellectual potentials, of vocational resources, of social and 
professional talents Today, the picture is somewhat different, the old 
paternalistic attitudes of many well-m-^ning hearing people have 
faded with the recognition that deaf people don't need to be cared 
for. they ne^sMo be pj^ovided with the necessary resources for the 
development o/ language and communication skills. Only then may 
the deaf adult^feel confident of a responsible place both within and 
without the deaf community Despite the most impressive advances m 
all areas of deaf development, and the proven successes of many 
deaf individuals, there is still much to be done before every deaf child 
may be ensured of the. chance he or she deserves. By learning more 
about deafness, hearing people can contribute directly to the efforts 
to do away with stigmas, myths, and misconceptions and open the way 
for the kind of interaction that provides the ultimate solution to the 
problem of social discrimination. More importantly, deaf persons will- 
have a better chance to grow up whole, and to avoid the types of 
illnesses which will be discussed in the next chapter. For the deaf and 
hearing alike, health is not only the absence of illness or disease, but 
a dynamic process of well-being 
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CHAPTER 2 



Mental Health 
Problems and Their 
Relationship to 
Deafness 

The concept of mental health and illness is viewed in terms of be- 
havior. All behavior is based on biological, psychological, social, and 
cultural determinants. Behavior may be broadly divided into three 
major components, viz. mental activity, physical activity, and feeling 
tone. Looking again at behavioral determinants, it is safe to say that a 
person is born with certain bidlogical or constitutional endowments, 
but his future behavior is influenced by psychological, social, and cul- 
tural factors which interact with biological or constitutional factors. 
Turning now to a definition of mental heaicn— mental health is a pat- 
tern of emotional well-being resulting from a wholesome interaction 
among those factors or determinants within an individual which 
enable him to live at peace with himself and with others, to experi- 
^ence 3isadvantages and advantages, failures and successes, disap- 
pointments, and fulfillments of expectation without losing his equili- 
brium and to carry out the responsibilities and requirements of daily 
living with equanimity. Accordingly, mental health is more than an 
absence of mental illness; it is a dynamic developmental process of 
emotional weU-being. 

In particular ways, any definition of mental health is relative to 
one's culture, since the society in which each person develops helps 
shape his or her expectations ^^^d subsequent satisfactions. How- 
ever, living in any culture and, in f^ct, at any age, is always a process 
of accommodations, of adjusting to internal and external changes to 
allow maximum satisfaction and self-fulfillment. Such power of 
accommodation depends first on a healthy self-image and self- 
esteem, which, in turn, contributes to a realistic perception of the 
world outside and the development of satisfying relationships with 
others. The human developmental process is fraught with conflicts in 
the biological, psychological, social, and cultural areas resulting at 
times in crises, the mentally healthy person ^is flexible enough to 
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weather these crises without fundamentally endangering his sense of 
identity and well-being, or his ties with the community of men and 
women 

If mental health is a dynamic process of well-being, then mental 
illness represents a serious disruption of this process, resulting m 
marked impairment of functioning and severe disturbances, in 
behavior Then, it may be said that a person v^ho is mentally ill is one 
whose mental difficulties interfere seriously with hiS or her activities 
of daily living, who has serious difficulties accommodating to change 
in a normal way, and who is in conflict with his or her environment 
Common parlance refers to mental illness in a variety f ways, includ- 
ing mental disturbance or abnormality, emotional disturbance, ner- 
vous breakdown, craziness, although it is generally understood that 
persons may be emotionally distressed and still adhere to a daily 
routine, these terms usually imply a severe degree of functional im- 
pairment , 

Persons who suffer from mental illness are not a special class of 
hum^n beings, separate from the race of men and women, they are 
individuals who have basic needs as mentioned in chapter 1, namely, 
the need to love and be loved, the need for security, the need to feel 
wanted, the need to achieve and be recognized for their achievement, 
the need to be contributing members of society. While attempting to 
satisfy these basic needs, the individual uses normal everyday 
methods to help him adjust to the vicissitudes of life These methods 
are called defense mechanisms They are generally automatic and do 
not require conscious thought These mechanisms are called by such 
terms as identification, rationalization, sublimation, compensation, pro- 
/ect/oa and others Identification is a method by which' the individual 
tries to pattern his life after another person In other words, ihe 
individual identifies with another person. That other person may be a 
parent, teacher, fellow student, athletic star, public figure, or friend. 
The individual's self-esteem may be enhanced by the process of iden- 
tification Rationalization is the method used when the individual 
abandons his attempts to reach a goal which is unattainable and 
decides that the goal is unimportant or even undesirable. A good ex- 
ample of this IS the fellow who makes unsuccessful attempts to win a 
girl's affection and finally decides that the girl is really not his type 
anyway Thus, the individual avoids the feelings of frustration and 
disappointment When an individual uses sublimation, he diverts his 
unacceptable urges into channels which are personally and socially 
acceptable The popular example is t'.e diverting of sexual urges into 
other activities such as intellectual pursuits, art, or athletics, and pos- 
sibly excelling in these areas Compensation is the mechanism used to 
substitute one quality or behavior for a real or imagined deficiency. 
Thus, the basketball player who is shuit ir stature may become an 
expert in distance shots on the court The defense mechanism which is 
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perhaps most often used by the individual is profection He uses pro- 
jection by blammg other persons or situations for his failures. "I could 
have passed the examination, but the teacher didn't like me" is the 
typical response to failure 

Mental illness occurs when a person has serious difficulty attaining 
satisfaction of these needs and consequently creates maladaptive 
modes of behavior Thus, if behavior as we mentioned earlier encom- 
passes three bl-oad aspects of activity, viz mental, physical, and feel 
ing, then maladaptive behavior, le, mental illness, manifests itself m 
disturbed thinking, acting, or feeling Thes? areas are not mutually 
exclusive, but are overlapping and interc ependent, however, this 
delineation facilitates description Ofttimes symptoms are difficult to 
detect because they may appear to be exa,^,gerations of normal be- 
havior For example, most normal individuals ^orget some things some 
time, but symptomatic behavior in the area of thinking ma^' take the 
form of chronic forgetfulness or confusion which is both pervasive 
and persistent Also, most normal people exercise a reasonable pace 
of appropriate physical activity with increases and decreases or show 
other modifications according to the situation present However, 
symptomatic physical activity may be characterized by persistent 
hyperactivity or hypoacti^^ity Again, the ordinary feelings of happi- 
ness and sadness may come and go for brief periods in response to 
specific situations However, in the case of mental illness, one or the 
other type of feelings may assume a persistent and intense character 
or these feelings may alternate 

The causes of mental illness are many and varied Some are quite 
xleariy 9i*ftned, such as those based on organic brain damage, while 
others are vaguely defined and poorly understood, such as those 
classified as functional pr^^psychogenic in nature Research is 
continually developing to aWii'^at more definitive answers Based on 
our current knowledge in the psychiatric field, however, and as men- 
tioned earlier, t^^^auses of mental illness may be attributed to two 
maior classej^U^ctors. (1) organic, and (2) factional or psychogenic 
S^m^»t)f the cjfevious organic factors which impair brain tissue func- 
tion are intrcKramal infections, as are sometimes seen in syphilis and 
pertain other diseases, intoxication or poisoning due to alcohol, drugs, 
or heavy melals such as lead, circulatory disturbances including 
arteriosclerosis of those blood vessels supplying the brain, brain 
tumor, and direct injury to Ihe brain Where brain tissue function is 
impaired, it is quite obvious that disturbed behavior may occur On 
the other hand, where the relationship between functional or 
psychogenic factors and disturbed behavior is not obvious, a good 
way to approach an understanding of this is to refer again to human 
behavior as a developmental process The end product of this process 
IS known as the individual s personality and its development may be 
identified at various stages Several authorities have described this 
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developmental process from iheir own individual frames of reference, 
but the description which seems to be the most popular and general- 
l> hoard of is that given bv the piontn-nng psychoanalyst, Sigmund 
Freud It might je well to discuss briefly the psychoanalytic formula- 
lion of early human development, so as to identify the major kinds of 
environmental influences which frequently give rise to unconscious 
conflicts m the individual (for a fuller introduction, see chapter 4 of 
Lawrence C Kolb's Modern CImtcal Psychiatry, 1973, the outline of 
which this condensation follows) Freud divided personality into a 
three-part major structure the id is a collective name for biological 
impulses, or physiologically determined drives, such as for food, air, 
self-preservation, sex (the sekual instinct is referred to as the libido), 
the ego (a term which also includes a varietv of functions) is the partx 
of the self which tries to deal consciously with the requirements of 
reality, or to relate to the world, and which mediates between the id 
and the superego, the ^uperego is a kind of conscience or ideal stan- 
dard derived by the child from the behavioral patterns perceived in 
his environment (particularly in parents and authority figures) which 
acts to inhibit the drives of the id Serious imbalance between parts of 
the personality structure may result in mental disturbances 

During the first yecir ot lite the mtant becomes aware of the world 
around him. and or his own bodv parts At approximately 10 months, the 
infant becomes interested in various kinds ot motor activity, some ot 
which express aggressive impulses Motor activity must later be 
increasingly curtailed m the interests of social adjustment, thus, the 
infant moves clos r to social interaction when he becomes mobile, 
and at the samt time significantly strengthens his own sense of 
autonomy 

We usually consider childhood as beginning with speech — some- 
time between 16 and 36 months The child's ability to communicate 
with Ins environment is a major impetus to social development and 
to the extension of his primary relationship with the parenting one(r) 
With improvements m speech and mobility, the child establishes 
closer relationships with other members of the family with whom he 
must learn to compromise and share The child also develops more 
sophisticated sexual awareness, such as the ability to discern between 
sexes, from about 3 to 7 years of age he becomes increasingly 
conscious of his own sexuality This is the period m which the initial 
struggle to establish sexual identification ensues the child sets 
himself up as the jealous rival of the parent of the same sex (this is 
commonly referred to as the Oedipus complex), and at the same time 
tries to absorb this ()arent s goals and standards into his own 
personality striK tur<' 

In the major culture of the United States, the child's environment is 
broadened considerably at about age 7, when he goes to school and 
esiabhshes.new sets of relationships with peers and authority figures 
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From approximately 7 to 12, the intensity of sexual curiosity de- 
creases, and the child is apt to identify more strongly with the parent 
of the same sex Croup activities stimulate the development of social 
controls and also introduce the child to the pleasures of 
companionship with poers Adolescence begins with the phsysiologi- 
cal change^ of puberty, with it comes a strong and renewed interest in 
sex (the genital stage) and in sexual activities, and a number of inter- 
nal conflicts The adolescent is on the brink of maturity, struggling to 
establish the independence which will ».ke adult life possible Often 
his attempts to break away from past dependencies are exaggerated 
and overly aggressive In order for the adolescent to emerge from these 
struggles as a healthy adult, he must find a way to satisfy his instinc- 
tive drives and needs, to maintain satisfying personal and social rela- 
tionships, and to feel confident in his own identity. 

The Jtvelopmg mdividual is vulnerable because he must depend on 
his environment for help in shaping himself, serious deprivations make 
It very difficult to move naturally from one level of growth to 
another For example if an infant is deprived of a parenting relation- 
ship, he or she begins life insecurely, such infants are usually 
apathetic and listless, and may seek physical reassurance through 
compensatory measures such as excessive thumb-suckmg or masturba- 
tion Deprived of love in early infancy, an mdividual may well develop 
abnormal behavior later in life — primarily by seeking out emotional 
dependencies and infantile satisfactions Similar disturbances in 
other developmental stages may also retard personality formation. If 
a child IS punished prematurely and with regularity for transgressions 
he does not understand, hi' may respond with tear, or with rage and 
defiant aggression In both instances, personality development is like- 
ly to be impaired, since extremes of both submissive and aggressive 
beha, lOr do not allow for full satisfactions in later life Parents and 
authority figures also serve as models which the child unconsciously 
imitates, in addition, the strong and imperfectly understood emotional 
reactions which the child has to parents and significant others in 
early life are, at times, brought into use by the child in his future rela- 
tionships with others, eg, therapists, spouse, employers. Thus, a 
daughter who develops feelings of hostility and inferiority because 
her father ignores her in favor of a sibling may later manifest an am- 
bivalent attitude toward men — showing both anger and a desire to 
please, or gam approval Sexual deviations are similarly attributable 
in large part to parent child relation.ships When a parent is seductive, 
either overtly, as m incest, or covertly, as in flirting, teasing, and tan- 
talizing, or in less obvious ways, it usually precipitates a sexual crisis 
m the child or adolescent A daughter who \^ seduced by her father, 
or a son who is deliberately stimulated m both phallic and genital 
stages by a flirtatious mother often becon.es guilt ridden and fearful 
of relationships wjth the opposite sex, m spite of an adult desire for 
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such intimacy; such individuals may even seek to avoid sexual ac- 
tivity altogether. Failure by parents and/or educators, or others spe- 
cially trained to discuss and explain sex to children in a wholesome 
way at crucial stages of development may also contribute to sexual 
confusions and misapprehensions. ^ 

The above examples are oversimplified and it should be empha- 
sized that human development is a delicate process, subject to many 
kinds of unhappy disruptions, ^nd that negative influences and atti- 
tudes are usually assimilated unconsciously by the child 

Based on the above account of the nature and causes of mental ill- 
ness, one can readily see that detecting such is a very careful and deli- 
cate process for the clinician. This process consists of. (1) personal ob- 
servation and evaluation, (2) data gathering In the form of the personal 
history, and (3) often the use of special diagnostic tests and procedures 
During the process of observation and evaluation, the clinician con- 
siders the patient's general appearance and attitude, affect and mood, 
physical activity, including manner of speaking, content of conversa- 
tion and thought,xlearness of thought, memory, orientation, attention* 
span, intellect, judgment, and insight While gathering data, the areas 
of personal history considered are family background and environ- 
ment, growth and development, ways of dealing with others and with 
situations, social, educational, and vocational history, medical history, 
and current medical information, including recent behavior. When 
special diagnostic tests and procedures are used, they may include, 
but not be limited to, the physical examination. X-ray, laboratory, and 
psychological studies The diagnostic process, of course, may be 
carried out by an individual or team effort and, when all findings are 
obtained, they are evaluated to determine diagnosis and treatment. 
The findings are evaluated in terms of the cause of the disorder, the 
severity, duration, and pattern of grouping of symptoms, and the ef- 
fect the disorder' has on the patient's ability to cope with his life and 
that of his family and community. 

Attempts at classification of mental disorders extend from the time 
of pioneering work of Emil Kraepelin (1856-1926), who first described 
mental illness as a definite disease entity and gave us our first system 
of classification, to the present day work of the American Psychiatric 
Association which is developing the third edition of the Diagnostic 
and Statistical Manual of Mental Disorders (DSM III). These classifica- 
tions may give the impression that mental illness n^ anifests itself m 
perfectly predictable ways, and that symptoms alv;ays combine to 
form the pattern described m textbooks This is not, of course, the 
case, the system of classification is a convenience, always subject to 
further refinement in terms of the variables in individuals, moreover, 
it IS often necessary for the diagnostician to provide multiple psy- 
chiatric diagnoses m order to describe major symptoms adequately 
Diagnostic classification will be discussed here, but treatment will be 
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postponed to a later chapter Broadly speaking, mental illness may be 
thought of from two points of view one based on cause, the other 
based on description When we consider the causal bases of illnesses, 
we classify them as functional (or psychogenic) and organic When we 
consider description as a basis, we classify them as mental 
retardation, psychoses, neuroses, personality disorders, psycho- 
physiologic disorders, transient situational disturbances, and be- 
havior disorders of adolescence and childhood Although some of 
those disorders listed under the descriptive classification may, at 
times, be associated with organic causes or impairment of brain tis- 
sue functions, they are not primarily based on that condition accord- 
ing to our present knowledge and are therefore called functional or 
psychogenic The list, which will be described m greater detail, is from 
the 1968 edition (7th printing, July 1974) of the Diagnostic and Statisti- 
cal Manual of Mental Disorders, published by the American Psychiatric 
Association, but »t by no means includes all classifications and sub- 
classifications of the manual 

These disorders in relationship to deafness will be discussed in the 
latter portion of this chapter 



A psychosis may have an organic basis or a functional basis This 
discussion IS limited to those psychotic disorders which are generally 
considered to be functional or of psychogenic origin By definition, a 
psychosis IS a ma|Or mental disorder which sufficiently impairs the 
individual's ability to think, interpret reality, respond and behave 
appropriately so as to grossly interfere with his capacity to meet the 
ordinary demands of life The person so affected may have symptoms 
manifested by delusions (fixed illogical beliefs in the face of contra- 
dictory evidence) or hallucinations (sense perceptions not based on 
objective reality] He may withdraA from people For the psychotic, 
the only solution to his problem seems to be a flight into another 
world — a world of his own design, which he can control For him, the 
ordinary world i> too restrictive, or dictatorial, or alien and insecure 
Accordingly, the psychotic rejects his environment and attempts to 
create a private refuge in some cases, he may even develop his own 
language and set of associates The degree of autism in psychotic 
patients varies, one patient »Tiay mix fantasy and reality, another may 
exclude the objective world almost entirely 

Grouped together under functional psychoses are schizophrenia, 
major affective disorders, and paranoia, the symptoms of these types 
may overlap, but predominant symptomatology identifies the type 
Schuophrema is a broad term used to describe a variety of psychotic 
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disorganizations of personality, the disease is essentially charac- 
terized by fundamental disturbances m reality relationships and 
concept formations, which usually include delusions and halluci- 
nations Persons who are schizophrenic have strong tendencies to 
regress, or adopt infantile manners and attitudes, are emotionally 
immature, with reduced capacities for attachments and relationships 
with others, and are frequently withdrawn, assuming the role of spec 
tator rather than participant in life The usual age of onset is from late 
childhood to middle age, with the highest incidence m adolescence 
and early adulthood There are several types of schizophrenia In 
simple schizophrenia, the individual gradually withdraws from social 
interaction and interpersonal relationships, there may be progressive 
deterioration in functioning, shallow emotional response, and indiffer- 
ence to the future (hallucinations and delusions are rare). Examples of 
more complicated forms of schizophrenia are bebrephrenic, charac- 
terized by severe regression and withdrawal, delusions, hallucinations, 
incoherent speech, posturing, and sjlly, inappropriate giggling and 
laughter, catatonic, which may take the form of paralyzing stupor, m 
which the patient makes little or nc movement, refuses food, and is 
unresponsive to external stimuli, or excessive excitement, m which the 
patient becomes violently act.ve and may be unpredictably destruc- 
tive; paranoid, in which the patient suffers from a number of 
delusions, often combined with hallucinations, and is convinced that 
he IS the object of persecution, or that he is some other, more 
grandiose personality, and chronic undifferentiated type, which 
formerly included cases now diagnosed as latent type, or other. 
Patients with illness in this category show mixed symptoms of schizo- 
phrenia with definite schizophrenic thought, affect, and behavior 
A//ecf/Ve psychoses are severe disturbances m mood and feeling 
not directly relatable to a recent life experience and, at times, 
accompanied by delusions and hallucinations. The manic-depressi\/e 
psychosis IS characterized by radical alterations m affect, in winch the 
patient experiences extremes of elation and depression At any one 
time an individual may experience an episode of psychoses which is of 
the manic type which alternates with the depressive type More often, 
individuals suffer from either a manic, or a depressive psychosis, such 
affective reactions are ordinarily encountered in early adulthood or 
late adolescence, and are almost twice as frequent m women as in 
men Underlying psychopathology usually includes an overdeveloped 
superego, repression of instinctive drives, and sevjre dependency 
needs True paranoia (as distinguished from the appearance of para- 
noid elements in other psycliotic illnesses) is rare, and characterized 
by persistent, logically constructed delusions based on an actual 
event and chronically projected onto objects and situations outside 
the patient Paranoia develops gradually, and is not usually diagnosed 
as psychosis before the age of 30, it is more prevalent in men than 
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women Patients frequently come from harshly authoritarian homes m 
which they have developed patterns of hatred, aggression, and fear, in 
this condition, other aspects of the patient's thinking and personality 
are not affected 

Neuroses 

The second maior class of mental illnesses is the neuroses, aUo called 
psychoneuroses, they may be defined as disturbances in which anxiety 
IS the chief characteristic, either directly felt and expressed or auto- 
matically controlled by a variety of unconscious behaviors called de- 
fense mechanisms. This anxiety is produced by a threat within the per- 
sonality, with or without specific stimulus such as loss of love or pres- 
tige, it results primarily from the repression of unwanted feelings, de- 
sires, impulses, and thoughts. In most cases, patients are so 
preoccupied with controlling the anxiety through one or more of the 
defense mechanisms that they do not or cannot recognize its source 
Anxiety itself is a feeling of painful stress or tension, often accom- 
panied by fear or the expectation of harm. Some minor symptoms of 
anxiety found from time to time in normal persons are excessive 
perspiration, headaches, palpitation of the heart, choking sensations, 
or "butterflies" in the stomach. When such symptoms or groups of 
symptoms persist without obvious explanation, they represent 
symptoms of a neurosis Many neurotic illnesses may be treated on an 
outpatient basis since the patient, however acutely he or shr may suf- 
fer from symptc^^. is ordinarily not in full retreat from the reality of 
the objective world, he is aware that his distress is an indication of 
mental disturbance The age of onset for neuroses is usually between 
late adolescence and 35 years, when the pressures of life's responsi- 
bilities during these years reactivate earlier conflicts. 

Neurotic disorders are classified in terms of the mechanism one 
uses to control the anxiety^ examples are hystericai phobic, obsessive- 
compulsive and depressive neuroses. As with the psychotic illnesses, 
the distinctions between types are not absolute, symptqms overlap in 
varying degrees. 

In anxiety neurosis, the anxiety, which is noi ^ocused on particular 
situations or objects, places the patient in a more or less continual 
state of apprehension He is likely to be timid, uncertain about 
decision making, hypersensitive to the judgments of others, over- 
scrupulous, and inflexible in his attempts to live up to self-imposed 
standards Acute disjurbances may be manifested by terrifying dreams 
or anxiety attacks, in which the patient experiences sustained sensa- 
tions of panic An hysterical neurosis of the conversion type converts 
anxiety into functional symptoms involving parts of the body or 
organs, usually those that are ordmarily under voluntary control, the 
patient might develop psychogenic blindness, deafness, or paralysis 
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Ofttimes associated with this is a characteristic lack of concern called 
the beautiful indifference In the dissociative type of hysterical 
neurosis, an^'.iety produces a dissociation of some aspects or functions 
of the individual's identity, so that he develops a form of psychic 
escape, such as amnesia (loss of memory), or fi^^je— a state of sus- 
pended consciousness m which he acts out fantasies The individual 
may assume a different identity and live a kind of life apart from his 
usual character A phobic neurosis is one m which an individual de- 
taches his anxiety from its real source, such as unconscious fears or 
forbidden desires, and displaces it to an object or situation which is 
symbolic of the fear or wish Thus a terror of confined spaces (claus- 
trophobia) or of open spaces (agoraphobia) may operate as a 
concentrated focus for anxiety In the ofasess/ve-compu/s/ve neurosis*, 
the patient fends off intolerable impulses or desires by associating his 
anxiety with repetitive thoughts and acts, which the maividual cannot 
control even thou h he is aware that they do not make sense. Typical 
examples are recurring thoughts of the words to a song, repetitive 
hand washing, and performing tasks in a specific ordei as if by ritual 
regardless of the appropriateness of the situation An individual suffer- 
ing from a depressive neurosis turns anxiety inward upon himself, 
emotions of hostility and anger are repressed out of guilt, which in 
turn leads to the state of depression 



Personality Disorders and Certain Other Nonpsychotic Mental Dis- 
orders (Sexual Deviation, Alcoholism, and Drug Dependence) 

Personality disorders are those mental illnesses characterized by 
pathological trends m the personality structure, m most instances, the 
disturbances are manifested by a life-long pattern of maladaptive be- 
havior, and are deeply ingrained In these disorders, the severe regres- 
sion seen in psychotic states is larking, as are the fixed defense mech- 
anisms of the neuroses In some personality disorders, individuals suf- 
fer minimal subjective anxiety and little or no sense of distress 

The disorders now classified as other nonpsychotic mental disor- 
ders (sexual deviation, alcoholism and drug dependence) were 
previously classified as personality disorders 

Examples of personality disorders are explosive, schizoid, inade- 
quate, paranoid, hysterical, ofeess/ve-compu/s/ve, passive-aggressive, 
and antisocial personalities In the explosive personality, the indi- 
vidual IS given to periodic and uncontrollable outbursts of rage 
and aggression, these explosions contrast with the patient's usual pat- 
tern of behavior, which is likely to be outgoing and amiable The per- 
son who has a schizoid personality is withdrawn, seclusive, and lack- 
ing in confidence, hostile emotions are repressed and intimacies 
avoided, such self directed activities as daydreaming are common Per- 
sons with the diagnosis of inadequate personality are unable to adjust 
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to i»otiaI. emotional, and occupational pressures, despite adequate 
education, opportunities, and intelligence, they are easy going and 
pleasant, yet unconce'*'^ed about their ineffectiveness, lacking in 
mature judgment, and unable to think beyond the pleasure oi the 
moment Perhaps the best known type of personality disorder is the 
anthoaah sometimes called the psychopathic, individuals with this 
disorder are chronically m trouble, unable to profit either fror^ 
experience or from punishment, and excessively demanding TheVare 
incapable of love, loyalty, or a sense of ^esoonsibility, are Satisfied 
with their inadequate emotional and social lives, and lacking in guilt 
Of remorse. This disturbance shows severe retardation in the 
development of the superego, and is therefore difficult to treat psy- 
chiatrically Studies indicate that patterns of rebellion often begin in 
chjidhood, usually in response to parental brutality or gross neglect, 
and qUickly pmgress to openly criminal acts, often violent or sadisti? 
in nature It should be understood that not all criminal acts are th^ re: 
sult oT antisocial personality disturbances, however, those which are 
seem to represent greater problems m both their legal and psychiatric 
implications 

The behavior pattern of the paranoid personality 15 manifested by 
unwarranted suspiciousness, envy, jealousy, feelings of excessive self 
importance, and a tendency to blame others Patients wi^h this dis- 
order frequently have difficulty in mterper6onal relation^ In the hys- 
terical personality the behavior pattern is one of I immaturity, 
emotional instability, self dramatisation, excitability, and overrc 
activity The n^^tient may or may not be aware of the attention- 
seeking and ofttimes seductive aspects of the behavior The person 
with an obse^sne-compulsi^e personalit^r may be overinhibited, over- 
conscientious. and rigid because of exce*^sive concern with con- 
formity and adherence to standards o\ cjnduct Some individuals 
have a pattern of expressing hostility by jeing a£;re3Sive in a pass've 
manner For example, such behavior as pouting, procrastination, in 
tentional inefficiency, stubbornness, or obstructionism are both pas 
sivt' and aggressive and are typical o\ thepassuevaggress/ve perscjnj/ity 
Sexual dev/at/ons, and drug and alcohol dependences are other 
nonpsychotic disorder, which also have s(>riou^^spc^al ranuti'v ations 
and are frequently subjects of controversy Illegal acts committed as 
a result of one ot these disturbances raise the same question in the 
courts "Is he sick. Qf:-is he criminally responsible?" It is no^ wrthin the 
p'ovmte of this book to consider how sue fi transgrt^ssions should be 

Jreated legal.ly, looked at from a psychiatric perspective, however, it 
Is indisputably true that many socially unacceptable or criminal acts 
are the result of mental disorders whose symptoms are manifested 

^primarily in the social sphere 

Sexual deviation is not always easy to define, due to the difficult 
distinction that sometimes must be madi^ b Aeen what is considered 
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normal and abnormal behavior for example, homosexuality, or love 
of the same sex, is not considered a sexual deviation per se by ^he 
American Psychiatric Association, however, if homosexuals suttei dis- 
tress as a consequence ot their sex preference, and wish to change it, 
they are diagnosed as having a sexual onentation disturbance In 
general, however, a sexual deviation represents a rechanneling of 
heterosexual drives, usually as a result of abnormal developmental in- 
fluences, to inappropriate objects, or to bizarre and vicariously grati- 
fying situations Txamples are (1) necrophilia, or sexual intercourse 
with a corpse, (2) fetishism, or sexual interest centered on a part of the 
body or an inanimate object serving as a substitute ror the original 
obiect, (3) voyeuf/sm, or the attempt to satisfy sexual needs by look^ j 
(usually surreptitiously) at the unclothed or partially unclothed sex 
object, (4j trans vesf/sm, (^r ihv assumption ot the clothing o\ the op 
posite sex for 5e>ual purposes, [5] scoptophtlia, or excessive interest in 
looking at genitalia, sex acts, etc , as sexuaf stimulus, [b] pedophilia, or 
the erotic cravmg for children, [7) exhibitionism, or the exposure by an 
individual of the genital organs or other parts of the body tor sexual 
stimulation 

A person suffers from alcoholism when his or her intake is damag- 
ing to physical welfare and/or normal functioning, or when the con- 
sumption of alcohol must precede ordinary functioning Degrees of 
dependency vary, an individual may become intoxicated irregularly, 
he may drmk more or less habitually, and become intoxicated at least 
12 times year, or he may have an addiction, which makes it highly dif- 
ficult or ifhpossible to go a single day without drinking Chronic alco- 
holism, as mentioned earlier, can lead to impairment of brain tissue, 
and the subsequent onset of organic psychosis The short-term bene- 
fit' of alcohol are a relief from anxiety and a feeling of exhilaration, 
although alcohol is usually referred ^o as a stimulant, it actually 
works to depress inhibitory centers on the brain and to allow the 
individual unhampered expression of underlying drives Almost al- 
ways, addiction is a symptom of an underlying personality disorder 
frequently, alcoholics have suffered early parental loss, and/or have 
been overprotected by mothers who have continued to mdulg^ 
infantile, oral demands — though these are by no means the only 
contributing factors to the disease Alcoholism is a ma/or health prob- 
lem m the United States, and is most prevalent in men between 30 
and 55, psychotic reactions which culminate long histories of drinking 
occur commonly in the 40's 

Drug dependency, like alcohohsm, is a ma|Or social problem, par- 
ticularly among adolescents and young adults It, too, mav be 
physical and/or psychological, chronic or periodic Individuals who re- 
peat the use of a drug continually for emotional needs are habituated 
addiction connotes a physical dependence, requiring larger and larg- 
er doses to achieve the same effect, and the experience of painful 
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* Withdrawal svmptoms,-such as vomitmg, diarrhea, and cramps, when 
use IS discontinued Although technically speaking, a drug is any sub- 
stance which has a chemical effect On mind or body, such drugs as 
alcohol, tobacco, and caffeine are ordinarily excluded from 
discussions of drug dependency Included are marihuana and hashish, 
the hallucinogens (mcludmg so-called mind-affecting drugs such .is 
LSD, and mmd-manifestmg drugs such as peyote and mescaline), the 
narcotics. (including opium and opium derivatives such as morphine 
and heroin*); the amphetamines, or stimulant dru@j, and the 
barbiturates, or sedative and tranquilizmg drugs Not all drugs are ad- 
dictive, but all are potentially '^ngerous m terms of unpredictable 
individual v^iriables, dependency on any drug is always debilitating 
Addicuon frequently leads to crime, since the majntenance of a habit 
IS expensive, addicts must concentrate most of their energies on ef- 
forts to obtain drugs 

Persons develop drug addictions m search of many of the same 
benefits provided by alcohol release, excitement, ^scape into a fan- 
tasy world, and for some young users, a means of expressing cjissent 
or defiance Long-term risks are very high there werp 900 deaths from 
narcotic overdose in New Vork City alone in 196V, ;>tatistics indicate 
that the lifespans of addicts may be shortened by 15-20 years, under- 
lying mental disorders are sometimes suddenly and dramatically in- 
tensified when the brain is overstimulated, and chronic abuse can 
lead to organic psychosis Studies of the psychogenesis of drug addic- 
tion show arrests in^ ego and superego development, and the recur- 
rence of certain patterns'^ large number of heroin addicts, for ex- 
ample, have antisocial personalities, many hospitalized hallucinogen 
users are diagnosed as schizoid, or schizophrenic 

Psychophysiological Disorders 

Psychophystologic, or psychosomatic disorders, are those in which 
physical symptoms develop from emotional causes, anxiety gives rise 
to physiologically expressed symptoms involving a single organ 
system Since the patient directs his attention to the bodily malfunc 
tion, he often does not recognize its emotional c^use Such factors as 
personality traits, attitudes toward sickness, and social environment 
contribute to the developments of these disorders, highly intense 
emotions, whether experienced suddenly or over a prolonged period, 
are able to disrupt physiological processes The physical symptom is 
not necessarily symbolic of its emotional cause, as in (jieurotic illness- 
es. It IS instead an organ response to a strong affect, and may or may 
not contain symbolic meanings 

Types of psychophysiologic disorders include a wide Jriety of 
common ailments (all instances of these ailments are not, of course, 
of psychogenic origin) Disurdtr^ of the skin, oi the musculoskeletal 
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system, such as backache, muscle cramps, and tension headaches, of 
the respiratory system, such as asthma and hiccoughs, of the cardio- 
vascular system, such as hypertension and migraine, of the gastro- 
intestinal system, such as peptic u: er, chronic gastritis, or colitis, and 
constipation, and of the genttourmary system, such as disturbances in 
jnenstruation, dyspareunia (painful coitu ), and impotence frequently 
have roots in emotional factors Psychophysiologic symptoms can 
become life threatening hyperobesity, for example, endangers sev- 
eral vital systems, on the opposite end of the spectrum, anorexia 
nervosa, which is a relentless drive to stay thin resulting in gross 
weight loss, occurs rarely but also has a high mortality rate 
Oftentimes, physiologically based illnesses are intensified by emo- 
tional determinants heart disease, for example, is directly compli- 
cated by stress, postoperative recovery may be conditioned by 
anxiety factors Underlying causo tor the development ol psvcho 
physiologic symptoms are multiple, corresponding to the wide spec 
trum of disorders^ severity of symptoms also varies greatly 

Transient Situational Disturbances 

This category refers to more or less transient disorders however 
severe, that occur m response to overwhelming environmental pres- 
sure Prolonged reactions — or those which continue beyond the stress 
of a current situation — require a change m diagnosis The following 
examples of particular crise are ihustrative of those which might oc 
cur at different stages of life 

Adjustment Reaction of^ Infancy describes, in most instances, the 
response of an infant to the deprivation of his mother, or mother sur 
rogate, through separation or sicknrss Symptoms are withdrawal, loss 
of appetite, excessive crying, and 'osomnia, symptoms usually 
disappear with the return of the mother 

Adjustnient Reac<,on of Childf^^od can occur when a first child is 
called upon to accept t^e birth of a sibling, or in a similarly threaten- 
ing situation Jealousy f.equently gives rise to such symptoms as re- 
gressive ♦hnmlvsiici mg and noctur .al enuresis (bed-wetting), nail 
biting, and other atter tton-gettmf acts 

Adjustment /^eac^or J Adolcsten^c niav be related to <\n\ ot tlu' 
emotional physi 'f afcal, and social changes required of a young per- 
son duri. , this diff '.^jf period Responses range from angry outbursts, 
petulahc* , and acts o. dv tiancc, to depression and brooding 

Adjustment Reaction or Adult Life might result from a sudden shift 
in living conditions, mvolvin^^ a change of scene and loss of family 
and friends, with accompanying depression, or from guilt and anxiety 
feelings associated with an unwanted pregnancy< 

Adjustment Reaction of Late Life usually involves feelings of rejec 
tion and depression associated with retirement, or similar changes in 
social and economic status ^ 
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Behavior Disorders of Childhood and Adolescence 

This IS a special category designated for disorders that are more 
stable and difficult to treat than transient situational disturbances, but 
less so than psychoses, neuroses, and personality disorders, according 
to DSM M, This intermediate stability is attributed to the greater 
fluidity of all behavior at this age" (p 50) Primary causes are dis- 
ruptions in the developmental process, particularly |n parent-child 
relationships Many symptoms are also apparent in children and 
adolescents with organic b-'ain damage, in these cases, disorders are 
classified as organic brain syndromes. ' \ 

Examples of behavior disorders in childhood and adolescence are 
hyperkinetic reaction, characterized by t»x(essive activity, garruion^ 
ness, restlessness, and a short attention span, withdrawing reaction, 
characterized by seclusiveness, worrying, undue submissiveness, 
shyness, difficulty in forming interpersonal relationships anc^ a ten- 
dency to daydreaming and fantasy (all qualities of the schizoid per- 
sonality, which may be a later, development), overanxious reaction 
characterized by chronic anxiety, exaggerated fears, and sleepli s^ 
ness. and appearing in persons who are lacking in confidence and self- 
conscious (overanxious reactions have affinities with the more serious 
anxiety and psychophysiologic neuroses), and group delinquent re- 
action, c hdrac terized by an individual's identification and association 
with a delinquent peer group or gang, from which he derives security 
and support, and with whom he engages in truancy, stealing, and 
other delinquent behavior Again, etiology in early behavioral dis- 
orders IS complex, but the mother-child relationship is a crucial fac- 
tor, m particular, the parental extremes of oversolicitude and overly 
punitive behavior may contribute directly to the onset of disturbance 

As explained earlie'' this review of the categories of psychoses, 
neuroses, and persona* it. disorders is not comprehensive, though most 
of the illnessesoccur mg .^ost commonly are represented Many dis- 
tinctions are made on the ba. '^f dp^iee, thus, a withdrawn child can 
eventually develop the symptoms of a schizoid personality, and may, 
under particular stress, have a schizophrenic episode Though each 
disorder is diagnosed separately, many of the symptoms change only 
in duration and intensify Early conflicts which go unresolved, even 
though the individual m^y not be conscious of them, may be the basis 
of future development of a mental disturbance The history of 
symptoms reveals a pattern leading back to disruptions in the initial 
stages of personality development 

MENTAL ILLNESS AND DEAFNESS ^ 

Causes and Incidence 

The foregoing clast,if ication of mental illnesses describes disorders 
that appear in deaf and hearing individuals alike, the same kinds of 
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behavioral manifestations, or symptoms, are used to diagnose under- 
lying psychopathologies The determination of causation, as has been 
shown, is always a complicated procedure one must not only decide 
the relative weights of constitutional and environmental factors, but 
must also identify specific developmental influences for each indi- 
vidual case As was made clear in chapter 1, deaf people experience 
one or more of a variety of situations which are stressful, for example, 
communication problems in greater and lesser degrees which affect 
all areas of living, and usually bogin m infancy, separation from 
family at an early age, job discrimination, prejudice, 'idicule, and 
social isolation from the mainstream of society There is no doubt 
that these factors may contribute to the development of mental ill- 
ness, but It should be remembered that they represent those forms of 
emotional and social stress which a deaf person is most likely to 
encounter, a hearing individual may have to contend with equally 
damaging kinds of experiences that are shaped by different circum- 
stances What IS common 'v, all mental illness is the deprivation of 
fundamental needs The particular combination of influences which 
frustrates these needs will vary, but the effect will be the same 
Attempts to create a substitute reality through psychoses, to use a 
defense mechanism m order to escape conflict, or to compensate for 
personality malformations through abnormal adaptation are made by 
all human beings whose lives and minds are disordered and who are 
in need of protecting themselves from real and imagined threats 

Nonetheless, one might expect that the incidence or mental illness 
would be higher among deaf people than among hearing, since the 
fact that large numbers of deaf persons have been and are subject to 
unusual kinds of developmental stress 15 well documented It is there- 
fore surprising to note that the 1974 report The Deaf Population tn the 
United States by Schein and Delk shows the frequency of occurrence 
of mentahillness to be only 3 peicent, as compared with 10 percent m 
the general population These findings tend to corroborate an earlier 
study of the deaf populatior- of New York State (Rainer, Altshuler, and 
Kallmann 1969), in which it was reported that the incidence of mental 
illness among the deaf was perhaps no greater than in the hearing popu- 
lation On the other hand, there have been several studies of deaf chil- 
dren, the concl'usions of which seem to point in the opposite direction 
Schein reported in 1974 that about 40 percent of deaf children have 
another educationally handicapping condition, and that the most com- 
mon additional handicaps are emotional and behavioral disorders (ap- 
proximately 125 per 1,000 students) A survey by the Demographic 
Studies Department of Gallaudet College (1973) of 42,513 students en- 
rolled in special education programs for the deaf, during the year 
1971-72, arrived, at similar conclusions. 32 percent of the students 
were reported by teachers to have one or more additionally handicap- 
ping conditions, the types of handicaps which occurred most 
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frequently were emotional or behavioral problems (18.9 percent). 
These figures seem to complement those reported earlier by Schlesinger 
and Meadow (1972) and based on a seri€*s of questionnaires sent to 
teachers and counselors at a State residential school in California in 
1966, this survey showed that there were approximately five times as 
many severely disturbed deaf children, and three times as many mod- 
erately disturbed deaf children as there were severely and moderate- 
ly disturbed hearing children in the Los Angeles County school 
system 

Since for our purposes the discussion of mental illness has concen- 
trated on disturbances arising primarily from psychogenic rather than 
organic causes, it is not possible to determine the incidence of such 
illness among the deaf according to the statistics presently available. 
For example, in the followup studies which Schlesinger and Meadow 
did of their subjects, it was found that the etiology of deafness in 55 
percent of the severely disturbed sfudents was unknown; and in a 
later (1975) study of emotional and behavioral problems in hearing im- 
paired students, the demographers Jensema and Trybus at Callaudet 
concluded that the highest percentages of disturbances were among 
males born in 1958-59 and 196475, the years of the rubella epidemics. 
Since rubella can cause brain damage that may manifest itself in 
behavioral disorders, it is quite possible that the abnormal behavior 
reported by teachers had primarily organic causes. All forms of 
mental disorder must of course be treated by whatever means are 
most effective, and it is important to gather information from teach- 
ers and counselors on behavior that is recognizably abnormal in order 
to determine the scope and extent of the help that'must be provided, 
according to the recent surveys of deaf school children, there is clear- 
ly a mental health problem among students that demands immediate 
attention However, it is difficult, and perhaps not even worthwhik, to 
try and resolve the incompatibilities between these findings and those 
earlier surveys of adult deaf communities, and it is even more prob- 
lematic to make accurate statistical comparisons between deaf and 
hearing communities Suffice it to say that there is enough manifest 
mental illness among deaf persons to warrant a great deal of atten- 
tion and concern, and no indisputable evidence that the incidence of 
psychogenic illness is any higher m the deaf than m the hearing com- 
munity 

Difficuities oi Detection 

Though deaf persons suffer the same kinds of illnesses as hearing 
persons, they have only recently been able to obtain the same types 
of treatment, which will be described in detail m chapter 3 One of the 
major reasons for this long standing neglect is that mental illness in a 
' deaf individual is difficult to detect and evaluate by a hearing diag- 
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noitlclan who has not had special training. Past problems in evalu- 
ation usually ^rose from the diagnostician's lack of understanding of 
the lifestyle and communication of the deaf person, and the deaf per- 
son's lack of orientation to mental health implications as pointed out 
by Calloway (1969) and his- difficulty in understanding the verbal pro- 
ductions of the diagnostician. 

There have been many instances of mistaken diagnoses or inap- 
propriate interpretation of symptoms. For example, deaf patients with 
seyere language deficiencies sometimes appeared to an uninitiated 
diagnostician to be manifesting the disjointed language patterns of 
schizophrenics (the language pattern quoted on page 79 is unrelated 
to mental illness), or if they scored low on l,Q. and psychological tests 
because they did not understand the language of the directions, they 
were likely to be diagnosed erroneously as autistic or mentally re- 
tarded. Some of the tests themselves depended heavily on language 
skills which deaf patients often did not have; it was difficult if not 
impossible for them to communicate the cause of their confusion, 
particularly to a person who had no knowledge of their educational 
backgrounds. The diagnosis of deafness itself was frequently missed 
and instead the patient's react^ n as a result of deafness was often 
considered to be a symptom of psychosis or of mental retardatioh pn 
occasion, lack of proper diagnostic facilities resulted in tragic and 
unnecessary waste. Denmark and Eldridge (1970) report the case of a 
deaf boy who was admitted to a hospital in England for the subnormal 
(or mentally retarded) at an early age; his parents knew he was deaf, 
but rejected both the boy and the fact of his deafness. The hospital 
did not discover the auditory impairment until the boy was 11 years 
old; when fitted with a special amplifidation aid, he was able to hear! 
By this time, oiF course, he had developed severe psychiatric problems 
in connection with his long isolation and nis inability to communicate 
with his environment. The author reports the occasional difficulties in 
distinguishing a deaf mentally ill patient from a withdrawn hearing 
patient (Robinson 1965). 

Mistaken diagnoses have not been the only hazards for deaf per- 
sons with emotional and behavioral disorders. As Vernon points out in 
an article welcoming the salutary changes of recent years (1975), prior 
to about 15 years ago, hospitalization of the deaf was actually anti- 
therapeutic custodial isolation A deaf person removed from his home 
for hospitalised treatment was taken from an environment in which 
he could communicate to one in which he could not— a terrifying dis- 
placement; he was not able to derive maximum benefit fcom the 
therapies offered because most of them were designed for hearing 
patients; and h^ rarely had opportunities to meet other deaf patients. 
In fact; in some cases, the hospitals themselves could not identify 
their deaf patients, such was the alarming discovery made by Dr. Roy 
Crinker (1969) of the Michael Reese Hospital in Chicago during a visit 
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m 1968 to a mental hospital m Illinois The hospital staff informed Dr 
Grinker that t^ / did not know who was deaf, but that such 
information could be obtained m a computer print-out The computer 
provided eight names of deal persons Crinker's staff found that only 
one of these was deaf, however, there were five deaf patients on one 
ward alone whose names did not appear on the print-out It is clear 
that none of the deaf individuals could have benefited much from the 
hospital's treatment facilities, except indirectly or accidentallv The 
findings of Rainer and Altshuler m their pilot study of New York (1966) 
were not very different they identified 230 deaf patients scattered 
throughout 20 hospitals, without access to special facilities and in- 
formed staff, as a result, many of these patients stayed m the hospital 
for decades As will become apparent in the next chapter, prior to the 
establishment of the MHPD, the deaf patients at Saint Elizabeths 
Hospital also had to settle for treatment facilities that were not Ad- 
justed specifically to their handicap, in fact, as Vernon points o\\l me 
changes that have taken place in hospitals in Illinois, New York,^nd 
Washington, D C , as a result of the discovery of inadequate facilities 
are still not typical of many mental health facilities across the 
country 

Perhaps the inequities ^hich have long characterized the treatment 
of the mentally ill deaf have contributed to the attitude of fear and 
distrust toward the subject of mental illness held by many deaf people 
In an article entitlf^d, "Mental Health What It Means to the Typical 
Deaf Person," (1969) Galloway explains that among the deaf the idea 
of mental iHness is commonly equated with that of complete break- 
down, that deaf individuals show great resistance to the idea of psy- 
chiatric treatment, and usually adopt a punitive attitude toward per- 
sons who make use of it, and that individuals who have suffered break- 
downs are sometimes overtly rejected Several of my deaf friends tell me 
that the stigma of mental illness is stronger in the deaf than in the hear- 
ing community, and my own experiences tend to corroborate this 
view and those of Galloway To gwe an illustration Several years ago, 
when I wanted to have group discussions with some deaf vocational 
rehabilitation client:>, tht, counselor, who wa:> hard of hearing and who 
was very well acquainted with the deaf community, advised me of the 
fisk involved in that the members of the group may be stigmatized as 
being "crazy" and ostracized by the deaf community. Fortunately, we 
are makmg progess in removing prejudice against mental illness and 
fear of mental institutions Community mental health care helps 
remove the stigma, however, as Galloway points out, the deaf 
communitv needs more education, both m the facts about mental ill- 
ness, and in the facts about mental health facilities, especially ^hose 
that have recently been made available on both inpatient and out- 
patient bases thicojgh special programs The detection — and ultimate 
reduction — of mental illness among deaf persons depends upon 
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adequate training of mental health personnel ti work with deaf 
people and to carry out a program of prevention. 

There Is another reason for deaf distrust of menial health facilities, 
which again derives from knowledge of the kinds of treatments that 
have been available in the past- that is, the realization that confiden- 
tiality may be jeopardized if the counselor is not able to communi- 
cate through sign language. Since it is highly unus'jal for the average 
practicing physician to have registered interpreters for the deaf, from 
the Registry of Interpreters for the Deaf, m his office, the deaf person 
must bring a hearing friend or acquaintance or family member to 
serve as interpreter This also triggers obvious kinds of inhibitions and 
embarrassment The very understandable wariness with which a deaf 
person approaches a situation in which he must talk Intimately with 
one hearing person in the pre' nee of another foiestalls many efforts 
to seek help when It is needed. A satisfactory answer to this is to 
indoctrinate current and future psychiatrists in the urxlerstanding of 
deafness and Its implications for deaf people, and for those psych - 
trists and mental health care facilities to provide a system of com- 
munication to facilitate understanding Optimally, psychiatr'sts 
should learn how to communicate with deaf people 

In summary, then, most of the problems m the detection and treat- 
ment of mental illness among deaf persons can be resolved through 
programs of education, professionals and paraprofessionals in the 
field of mental health must understand the psychosocial develop- 
ment of deaf individuals and must facilitate cor^jmunication if they 
are to properly diagnose and treat them for their emotional problems, 
" deaf people must understand that nev^mental health programs 
designed especially for them provide positive kinds of quality health 
care, and at the^ame time ensure privacy and ci.nfidentlality. in the # 
last 20 years, we have come a very long way in the identification of 
past mistakes In diagnosis and treatment, it is now possible to administer 
psychological tests adapted specifically for language deprived people, 
to conduct sophisticated audiological tests wh.ch can distinguish 
between organic deafness and psychotic states of withdrawal, and 
even help determine levels of hearing loss in schizophrenic patients, 
and ^o provide all the usual forms of therapy wiihout the barriers of 
communication Specific types of available therapy will be illustrated 
in the next chapter primarily through a description of the MHPD at 
Saint Elizabeths, Washington, DC Programs at such facilities as tjhe 
Rockland State [Hospital In New York, the Michaj^l Reese Hospitarm 
Chicago, and the Langley Porter Neuropsychiatric^fnstitute in San 
Francisco, as well as others both m the United States and abroad, also 
provide a spectrum of mental health services The dark ages of 
neglect of il-^e mental health needs of deaf people are over, as profes- 
sionals throughout the world pool knowledge in the development of 
their programs, the prognosis for better and more sophisticated 
methods of detection and treatment will continu?lly improve 
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Occurrence of Specific Types of Illness 

The accumulation of evidence in recent years has also aided in the 
identification of the types of mental illness most likely to occur in 
deaf people, and some of the reasons for them, although all of the 
findings are not compatible, and more research needs to be done 
There does seem to be general agreement among professionals todav 
that psychopathologv itself is not inherent in deafness and that, con 
trary to the earlv findings of Myklebust (1964), the psychological orga- 
nization and structure of the deaf personality are not qualitatively dif- 
ferent in infancy from that of the hearing personality Moreover, m 
the study cited earlier by the Office of Demographic Studies at Cal- 
laudet College of emotional problems m students (1975), the age of 
onset of hearing loss did not seem to be related to the frequency of 
occurrence of emotional/behavioral problems, thus one cannot say 
that a child who is profoundly deaf from an early age will have a 
greater chance of developing a mental problem than one whose age 
of onset IS later This is not surprising when one remembers that deaf 
infants born to deaf parents are frequently more emotionally stable 
and more educationally advanced than their counterparts in hearing 
families because of the deaf parems' awareness of deafness and their 
readiness to accept it with its implications for communication Thus, 
It may be said deafness can play an indirect role in disturbed patient 
behaviors, insofar js it may give rise to problems in communication 
which can affect development, particulerly in early parental and 
family relationships, however, if environnr.ental deficiencies are recti- 
fied, development of the deaf individual can proceed normally 

According to studies, deprivation experienced by deaf people can 
result in de« elopment of the so-called "primitive personality" (Rainer, 
Altshuler, and Kallmann 1969), that is, one in which normal intellec- 
tual potential is combined with an almost total lack of language, re- 
sulting in unrulv, impulsive, sometimes bizarre behavior which may 
take the form of an antisocial reaction (Ramer also points out that the 
primitive personality may easily be misdiagnosed as schizophrenia) 
Other symptoms of personality disorders resulting frequently frcm the 
insufficient development of the infant ego in relation to the mother, 
and compounded by additional environmental influences, are im- 
maturity, lack of emotional empathy for others, lack of mature 
judgment, and dependency Rainer and Altshuler found that in New 
York, drug addiction and alcoholism are less frequent among the deaf 
population than among the hearing, that the iiicidence of schizo- 
phrenia and paranoia are about the same, that there is an excess in 
the number of deaf patients with special forms of organic psychoses 
and of psychoses with mental deficiency (effects of genetic condi- 
tions), and that there is a singular absence of severe depression in 
deaf persons (1967, 1969) Rainer .*aempted to explain the low inci- 
dence of depression by relating it to retardation in the development 
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of the superego, or "conscience," in many deaf children, later m life, 
these individuals are less able to internalize anger, and convert it into 
guilt (1969). 

The findings of Crinker (1969) at Michael Reese differ in several 
respects Among a total of 159 patients, Crinker reports a high inci- 
dence of paranoid schizophrenia (25 of 43 schizophrenics, with 8 
others showing paranoid components m behavior), moreover, ot 13 
nonschizophrenic psychotic patients, 6 had some form of paranoid 
diagnosis He concludes that paranoid schizophrenia may be more 
prevalent among the adventitiously (though not prelingually) deaf 
than among the general population Crinker and his staff also found 
many cases of severe depression, such was the primary diagnosis for 
slightly over 6 percent of the patients (others had depression as a sec- 
ondary symptom) Crinker believes, in contradistinction to Rainer, 
that the frustration and isolation of the deaf condition are quite 
conducive to depression, since they force an internalization of oc- 
cupations and interests (p 29) Other of Crinker's findings complement 
those of the New York group Of the patients, 4.4 percent had some 
form of sexual deviation as a primary symptom, including homosexu- 
ality, promiscuity, exhibitionism, and pedophilia The personality dis- 
orders and severe ego defects reported by Rainer and Altshuler also 
appeared, symptoms m Crinker's patients included passivity, depen- 
dence, and imperfect control over impulses 

The <^tudies of Schlesmger and Meadow (1972) at the Langley Porter 
Neuropsychiatric Institute in San Francisco (an outpatient facility) 
confirm the prevalence of abnormal impulsivity and lack of internal- 
ized controls in deaf patients Schlesmger and Meadow also provide 
diagnostic categories for 135 patients treated over a 4-year period Of 
these, 26 f19 perront) wore psvrhotic with 22 cases of schizophrenia (6 
of the paranoid type) and 3 cases of paranoia, 4 percent depressive 
neurotics, 15 percent suffered from personality disorders, 2 percent 
had special symptoms (such as a specific learning disorder), 15 
percent were transient situational disturbances, 27 percent had be- 
havioral disorders, 4 percent were socially maladjusted, 7 percent 
were mentally retarded, and in 6 percent of the cases, the diagnosis 
was deferred Diagnostic categories for patients m the MHPD at Saint 
Elizabeths will be presented in detail in the next chapter, however, it 
IS worth noting here that 40 of 44 patients in the MHPD diagnosed as 
psychotic on first admission were schizophrenic (10 of the paranoid 
type), and that transient situational disturbances accounted for al- 
most 35 percent of total first admission diagnoses (screening proce- 
dures for admissions at Saint Elizabeths have a bearing on which ill- 
nesses are most commonly represented, so that these figures are not 
necessarily representative of the deaf population) 

On balance, then, it would seem that although there is agreement 
among professionals on the high visibility of various kinds of be- 
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havioral and personality disorders, and on the connection between 
problems in communication and the development of these disorders, 
evidence concerning the likelihood of deaf persons to develop schizo- 
phrenia (especiallv paranoid schizophrenia), paranoia, and depressive 
reactions is inconclusive Perhaps part of the problem results from the 
nomenclature we use Crmker has argued that we should nr ; rely 
heavily on psychiatric categories m discussing mental illnesses, par- 
ticularly in connection with deaf patients, about whom there is still 
much to learn, he believes that a more profitable approach is to stress 
behavioral factors This suggestion is a good one, at least until such 
time as we havt a broader base of information from which to draw 
conclusions Just as our statistics on the relative incidences of psycho- 
genic illness anaong the deaf and hearing populations should be more 
accurate in the future, when we have the benefit of more refined sur- 
veys, so the current evidence on the prevalent types of illness among 
the deaf will be continually modified m the light of new research 
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CHAPTER 3 

The Treatment of the 
Deaf Mentally III in 
' Saint Elizabeths' 
Mental Health 
Program for the 
i 1 Deaf 

i 

As was inade clear in chapter 2, treatrrienl and care of the men- 
tdliy ill deaf, though restricted to a few patients, is now fTOvided both 
in the United States and abroad by a variety o*f facilities, including in- 
patient and outpatient hospital programs and outpatient clinics The 
therapies provided by these treatment centers vary according to the 
taciiity's si^e and resources, however, the person who is mentally u\ 
and deaf may be fortunate enough to have access, depending on tie 
program, to the complete range of majOr therapies ^ivailable to hear- 
mg patients This chapter will first define each of these therapies ac- 
tording to its theory, purpose, and operating p'-ocedjjre, it will later 
describe ways in which. the treatments are adapted to deaf patients, 
wi/h particular reference to therapeutic experiences in the MHPD at 
St lli/abeths Hospital 

GENERAL DESCRIPTION OF TREATMENT MODALITIES 

Treatment nnodalities will be discussed under four maic classifica- 
tions, VIZ, psychotherapy, behavior modification/therc. y, activity 
therapies, and somatic therapies 



Psychotherapy 

Bruadly^ defined, psychotherapy is "the treatment of emotional ^nd 
personality problems and disorders by psychological means" (Koll 
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1973, p 588) Today there is a wide variety of treatments which 
quahfy as psychotherapy according to this definition, ranging from 
formal psychoanalysis, a lengthy procedure undertaken only by those 
who have had systematic training in its methods, to the widely popu- 
lar sensitivity or encounter groups often organized by indo!>tnes to 
help employees work out specific problems m interrelations In this 
book, the term psychotherapy is limited to therapies which examine 
problems through communication be^vveer therapists(s) and patient{s), 
thus we shall discuss /nd/v/cfua/ psychotherapy, group psychotherapy, 
and /am/7y therapy. 

Psychotherapy involving an exchange between therapists(s) and 
patient(s) is ordinarily conducted by psychiatrists and clinical 
psychologists (especially ir, the case of psychoanalysis), or by spe- 
r'aMy trained professionals such as psychiatric social workers and 
/lurses under technical supervision of a psychiatrist or clinical psy- 
chologist However, other mental health personnel not professionally 
trained may carry out sociotherapeutic activities with patients, some 
mental health facilities refer to such activities as indivir* 'M therapy, 
or group therapy, as opposed to r'-ychotherapy In most r .-ntal health 
programs, fully qualified psy^. otherapist5 coordinate efforts with 
other mental health personnel and supervise therapeutic work where 
necessary, in order to provide the broadest possible range of services 
for patients 



Individual Psychotherapy 

Formal Psychoarialysis 

Psychoanalysis is a type of psychotherapy originally developed by 
Sigmund Freud, it investigates the relationship between conscious and 
unconscious psychological p ocesses, and attempts to provide the 
patient with insight mto t^w past attitudes and behavior unconscious- 
ly persu* mto his present life and interfere with optimum function- 
ing Psychoanalysis explores the unconscious primarily through the 
technique of free association, m which the patiert says whatever 
comes spontaneously to his mind, and the analysis of dreams, which 
are comprised lar^;ely of unconscious o repressed material presented 
to the dreamer in disguised or symbolic form The therapist helps the 
patient to interpret the unconscious material, and to see the connec- 
tions between past repressions and current behavioral problems 

Freudian psychoanalysis also makes use of the concept of 
transferer)ce, m which the patient unconsciously assigns early feelings 
and attitudes, especially toward parents and siblings, to the therapist, 
thus the patient therapist relationship itself provides evidence of 
unconscious conflicts Psychoanalysis usually takes fr^ m 1 to 3 years, 
v^ th therapist and patient meeting 5 or 6 days a week in 40- to 50- 
minute periods 
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Other Kinds of individuahPsychot^>erapy 

It IS not always therapeutically sound for patient and therapist to 
undertake formal psychoanalyiii Patients often have neither the 
internal commitment, the time, nor the resource^ to do so, some have 
illnesses which seem to respond more positively to a modified form of 
psychoanalysis, or to another kind of psychotherapy 

Psychobiological therapy (associated with the Swiss-American psy- 
chiatrist. Adolf Meyer), for example, approaches the patient's prob- 
lems primarily through the level of conscious awareness Patient and 
therapist examine biological, psychological, and social life experi- 
ences, and attempt to modify behavior accordingly, unconscious at- 
titudes and impuLrs are not stressed, nor is the transference phenome- 
non utilized m treatment 

In still other kinds ot individual psychotherapy, a therapist might en- 
courage d patients self expression in an open-ended and sympathetic 
conversation, which is tree to take a psychoanalytical turn, depending 
on the patient's capacities and disposition, or he might provide e 
person in a severe state of distress with overt support m the form of 
verbal reassurances and diiection for the future, called support/ve 
psychotherapy A skillful therapist combines or changes methods as 
the situation warrants, thus a patient who needs direct support in a 
crisis may be ready for a more analytical therapy later Many patients 
are discouraged — at least at partKular periods in their illnesses — from 
attempting any kind of individual psychotherapy, in making such 
determinations, diagnosticians take into account patient aptitude, as 
well as type and severity of illness 



ERIC 



Group Psychotherapy 

Group psychotherapy bears strong artmitics to individual psycho- 
therapy in certain respects the relationship of each member of the 
group to the therapist and to the other members of the group pro- 
vides important evidence of the patient's personality structure and 
problems A group unconsciously shapes itself into a family unit, with 
patients naturally assuming roles which o ^ extensions of their past 
experiences and patterns of interacting The therapist is initially per- 
ceived ds an autht>rity ngure. or parent, whkh aids in the organization 
of the group, however, in conductmg the sessions, the therapist avoids 
assuming an authoritarian role m order to discourage patients from 
depending too greatly on him. and to encourage the free interchange 
of feeling Once group stru ture is established, patients are able to 
ac t out ambivalent teelings Thus a woman who is lealous of her daughter 
might express these teelings to a member of the group whom she 
identifies with the daughter, or, to take another example, a girl who 
seeks the approval o\ her father might attempt to seek a father 
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identity in the male therapist The fr^e expression of ambivalent feel- 
ing which the group encourages is also checked, or corrected, by 
group reaction, thus the jealous woman who interacts with the person 
she sees as the daughter surrogate is helped by the group to examine 
and evaluate her feelings, and to perceive distortions m her behavior 
On one hand, then, group psychotherapy establishes a social con- 
text, or family unit, in which, through group dynamics, members may 
reactivate a number of disturbing relationships and expenences in 
their past or present lives, at the same time, group reaction to an 
individual's expression of disturbed feeling is a continual source of 
insight and a stimulus to the modification of behavior The therapist 
helps structure the interactions, and provides assistance in the 
interpretation of behavior and the resolution of conflicts 

Croup psychotherapy has another inr.portant benefit. It helps a 
patient realize that he or she is. not alone in an illness, that others 
have similar problems and experiences equally distressing or 
!»ymptoms equally embarrassing Such mutual exchange increases self- 
esteem and significantly reduces anxiety, thus the group experience is 
itself therapeutic as a means of support Croup psychotherapy has 
been found particularly effective with persons who fear individual 
psychotherapy as too threatening, or who are hostile and antagonistic 
toward all authority figures, and for those whose family and/or social 
lives are maladjusted or deprived It is sometimes used as a prepara- 
tion for individual psyc'iotherapy, and can also be helpful diagnosti- 
cally — that is, a patient who reacts negatively to a group, and does 
not participate, frequently reveals important aspects of his illness 
which can be treated more effectively in another kind of therapy. 
Croup sessions usually last from 50 minutes to an hour and a half, 
compared with forms of individual treatment, a program of group 
psychotherapy affects more patients m a shorter period of time, and 
IS thus a widely used and efficient form of treatment 

Family Therapy 

It IS often difficult for an individual to resolve his fundamental con- 
flicts, or to maintain his gams in therapy when he must continue to 
exist m a milieu which contributes directly to his problems Family 
therapy attempts to provide help for the family unit whose 
interaction is pathological or unhealthy, and thus to modify or cor- 
rect many of the contributing causes to individual illnesses A family 
unit may be comprised of a couple seeking help for maritial 
problems, or of larger groups, such as parents and children, or par- 
ents, children, and significant relatives The type and frequency of 
meetings vary, therapists may wish to meet with individual members 
of the family on some occasions, and on others with a selected group, 



or with the entire unit The objective of the therapist is to help each 
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person m the family to become consciously aware of how he or she 
contributes to the dfsturbed atmosphere which affects all family 
.members, particularly the patient whose problems were the initial 
focus of attention and concern 

The dynamics of family therapy are different from those of group 
psychotherapy m that participating family members already have roles 
m a preestabhshed social institution, the reactions and resistance!* of 
group members must be interpreted by the therapist in terms of the ^ 
patterns of behavior in an actual family situation. The therapist also 
takes note, as »n individual and group psychotherapy, of attitudes 
and images that are transferred (^nto him during the course of 
treatment, and helps the patients to interpret the significance of these 
transferences Successful therapy results in the lowering of individual 
defenses, and the establishment of more effective and insightful 
communication between family members, which in turn reduce the 
pathological influences m the home environment Family therapy has 
been found very useful in efforts to arrest behavior disorders of chil- 
dren and adole!>cent5, and m some types of marital difficulties, it must 
be precluded m instances where members Qf the patient's family are 
themselves so disturbed that they are unamenable to any sort of psy- 
chodynamic treatment. 

Behavior Therapy/Modification 

Unlike psychoanalytic forms of treatment, behavior therapy, or 
behavior modification, is concerned with consequences rather than 
causes, it works on the premise that behaviora' patterns are learned, 
and are thereby able to be altered by procedures which eradicate the 
original learr g experience and/or provide new learning experiences 
previously d .ed the patient Beriavior therapy "focuses on modify- 
ing behavior by me^ns of systematic manipulation of the environ- 
mental and behavioral variables thought to be functionally related to 
the behavior" {Frazier et al 1975, p 19) 

Behavior therapists use a wide variety of techniques to help 
condition behavior, several examples will serve to illustrate their 
methods In positive reinforcement, an attractive stimulus is added to 
the environment of the patient in order to strengthen a Jesired re- 
sponse, thus a retarded child who is learning to wash himself may be 
rewarded with a piece of candy each time he performs well As the 
child's social adaptation improves, the positive reinforcements are 
faded out Negaf/ve reinforcement subtracts an attractive stimulus 
from the environment, thus an unruly hospital patient may be denied 
a special privilege until he corrects his behavior In the system of 
token economies, tokens, or credits, are provided for patients who 
have engaged in a desired behavior, the tokens may then be 
^ exchanged for a predetermined reward, or privilege One of the more 
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controversial techniques used by behaviorists is aversion therapy, 
"stimuli Associated with undesirable behavior are paired with a 
painful or Unpleasant stimulus, resulting in the suppression of the un- 
desiraWe b^tiavior" (Frazler et al., p 20). Aversiv'e techniques have 
been used wi\|i alcoholics (always on a voluntary basis); the patient 
learns to associate the consumption of alcohol with such unpleabant 
effects as vomiting and nausea Av/ersive techniques are properly 
accompanied by some kind of positive reinforcement 

Activity Therapies ^ ' 

A number of therapies are directed at involving the, patient in a 
specific activity, designed to stimulate S(^al Interaction, to provide a 
positive release for emotion, and/or t<fhelp in rehabilitation. Activity 
therapies may be broadly divided into (A) those concerned primarHy 
with the therapeutic expression of repressed feelings; and (B) those 
concerned with occupational and/or vocational adjustment, directly 
or tangentially. 

Self-Expressive Activity Therapies — 

Psyc/7oc//'ama 

Psychodrama Is an action therapy whiph allows a oatient to in- 
volve his whole s^lf in an Interactive process. Dr J. L Moreno, the 
founder of psychodrama, describes the* elements in a psychodrama 
session as follows: 

The chief participants in a therapeutic psychodrama are the pro- 
tagonist, or subject; the director, or chief therapist, the auxiliary 
egos; and the group The protagonist presents either a private or 
group problem; the auxiliary egos help him to bring his personal 
and collective drama to life end to correct it Meaningful psycho- 
logical experiences of the protagonist are given shape more 
thoroughly and more completely than life would permit under 
normal circumstances (1964, p. VII-VIII) 
In a psychodrama, the patient, or protagonist, explores his prob- 
lems and his feelings toward them by spontaneously acting out his 
conflicts, he helps create the drama of his own life. The auxiliary egos 
are other "actors," usually patients, who represent figures from the 
patient's world, both protagonist and auxihary ego are guided by the 
chief therapist, who helps them to interact and to express emotion 
freely There may be an audience, composed of patients, therapists, 
and sometimes relatives, which also interacts with the people on 
stage. 

The purpose of psychodrama Is insight, gained from an active and 
dramatic interaction rather than a private and verbal one. 
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Basically, psychodrama is nothing more than a grand extension 
of the.chnical interview The mam difference between them is 
that instead of the patient being m a one to-one relationship with 
the psychotherapist, he tinds himself removed from the privacy 
of th^ counsulting room and placed in a position vhere he is 
given opportunity to dCt out and thus experience various aspects 
of hi*^ prubiemb in a larger-than-life dimension (Greenberg 1974, 

P 13) ' ^ \ 

Spontaneity in this context is ot essential importance, "acting" is 
not consciousl\ formulated and preplanned, as in theatre The 
Situation which is developed on stage is one which is of significance 
to the protagonist, it may require enactment of the resurrection of 
dead xeiatives, or the projection mto some future condition which is 
viewed wit-h appreliension "time, space, and states of existence are 
obliterated that everything on the psychodramatic stage occurs in 
the present, or m sttu, in the "here and the now" (Greenberg,, pp 16- 
17) Tele is the term used tor tfu^ involvement between "actors", it is a 
sympathetic interaction, ^ v,apacit\ for emphatic exchange of identities 
Catharsfs, jor an emotional purging, and msight are the goals of psy- 
chodrama— the iieanb through which a patient is able to change his 
behavior 

rhe psychodrama method utilizes a number of techniques in order 
to achieve therapeutic acting out and changes in behavior (for full 
listing and descriptions, see Moreno, Zerka 1969) Warm-up is the ^^ep- 
a a''On 'or acting, jnder he guid ince of the direc or, the patients are 
emotionally and physically prepared for the psychodrama Warm-up 
sometimes includes soliloquy, which is a patient's monologue about 
the situation which will be acted (soliloquy is also used within the 
psy( hodrama) Role re\,er$al requires that the protagonist take the role 
ot someone vlsv m the dramatized situation Thus a young girl who is 
a( ting out a ctmtlict with her mother assumes the role of the mother, 
she IS able not only ,o identify with some of her parent's feelings, but 
also to see herself as the mother does The mirror technique is another 
way ot expanding the perspective of the protagonist, he allows his 
identity ol the prota>;onist and stands with him in order to assist and 
a( tors reproduce their view of his behavior On occasion, it is 
necessa'-y to use a double, or an auxiliary ego who assumes the 
identity ot ihv protagonist and stands with him! in order to assist and 
support hi> interaction with the other auxiliary egos There are also 
te( hniques tor t-xperiencing fantasies, for example, in the magic shop, 
the proprietor is able to offer the patient anything he wants, but the 
patient must be willing to give up something he values in return, the 
patient is tf^us tor( ed to choose between values, or at least to choose 
not to bargain 

Although the psychodrama c ent(»rs around the experience of the 
protagonist, the therapeutic effects extend equally to all participants 
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In order to assume the role of auxiliary ego, a patient must bt 
capable of sympathetic projection, and of relating to the other 
"actors", he must also be responsive to the guidance of the director 
Thus any kind of participation is a learning experience, with two 
important benefits the patient gains insight into his own behavior 
and/or his attitude toward the behavior of others, the patient extends 
his own capacity for personal and social interaction by consenting to 
express his feelings spontaneously in a dramatic context Psycho- 
drama is currently a much practiced therapy m hospital programs, 
and is oftentimes continued {6r outplaced patients on an outpatient 
basis Some groups which do not originate m hospitals, such as com- 
munity-based gatherings of alcoholics, also use psychodrama as a 
treatment method 

Creative Drama • 

Creative drama, like psychodrama, act^ as a medium of self-expres- 
sion and utilizes theatre techniques (with particular emphasis on 
pantomime), however, it focuses on social situations rather than on 
the personal problems of individuals Patients participate in skits in 
which they ^dopt sociai roles and interact accordingly, spontaneous 
dramatizations might include a hat shop exchange between salesgirl 
and customer, an interview for a job, or a busy street scene during 
rush hour with various patients acting as motorists, pedestrians, and 
traffic cops In some instances, the skits become funny and the 
patients enjoy the drama almost as a kind o: recreation, m others, ine 
acting out of social stereotypes triggers emotions of hostility and 
anxiety, in which participants express anger and fear The therapist 
works flexibly with the group, and applies psychodrama techniques 
for interaction where appropriate, individual responses are expressed 
within the context of the adopted role 

Creative drama is especially beneficial to persons who have little 
social awareness, such as patients who have been hospitalized for 
long periods of time, or who come from severely restricted home en- 
vironments Simple exercises m practical, real-life situations inspire 
confidence as well as reve^i underlying attitudes Creative drama also 
serves as a diagnostic tool, therapists use it to measure the degree of f 
a patient's contact with social realities, which is particularly helpful 
with chrome hospital patients 

Dance Therapy 

Dance therapy makes use of body movement and rhythm as a means 
of communication, patients are encouraged to express themselves 
both individually and in groups Ihe dance therapist does not teach 
dance technique, neither is patient participation viewed as a form of 
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recreation Dance action provides an outlet for the release of ten- 
sions, emotional stress, and repressed energy, it strengthens the body 
and stimulates awareness of body image, and it brings patients 
together in a positive interaction Dance therapy can be extremely 
effective with patierui /.hose communicative skills are poorly 
developed, or who remain unresponsive to verbal communications, as 
a natural, fundamental form of self-expression, rhythmic body 
movement helps to combat isolation and inhibition The medium 
requires no particular skill on the part of the patient, dance action 
can be as simple as clapping the hands, swinging the arms, or swaying 
the hips or torso When the patient acquires confidence m his ability to 
communicate through the medium of dance, he can usually use it as a 
bridge to more complex forms of communication 

Music Therapy 

Music, like dance, makes a nonverbal appeal that is strong and 
fundamental, it is very effective in quieting states of distress, and m 
eliciting emotional responses Music itself is structured, or ordered to 
the extent to which a patient participates in a musical experience, he 
shares in the order of a reality outside himself, at the same time, he is 
able to release tension and anxiety (Sears 1968) Listening to music is 
one kind of experience, making music individually or m groups is 
another. Musical self-expression is, of course, a way of developing 
self-esteem, group activities enlarge social awareness as well It is 
often true that the emot:onal appeal of music can break through 
blocks m communication, or depressive states, more quickly than any 
other medium, in responsive patients music may also control mood 
fluctuations, and strengthen feelings of secunt\ Although music therapy 
IS limited in its application to deaf people, ' jme deaf people can 
perceive the pitch and tempo of music 

Art Therapy 

Art therapy also allows for nonverbal self-expression and communi- 
cation,drawing, painting, and sculpturing are pleasurable activities 
which help release pent-up emotions and tensions The therapist 
makes it clear to the patient that he need not be talented'in order to 
be expressive, and that \is work will not in any way be judged or 
criticized, the object of art therapy is to permit the free flow of 
feeling through a creative medium Frequently, a group of patients 
cooperate on a single project, such as painting designs on props for a 
stage play or creating pictures to display in an art show Croup work 
in therapy of this type facilitates socialization Thus art therapy can 
benefit patients socially as well as individually 

Art therapy, like creative drama, is particularly useful for diagnostic 
purposes Oftentimes a patient will reveal an emotion in an art 
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medium which he is not able to express verbally, or even to recog- 
nize in himself; therapists are skilled m the interpretation of these 
symbolic expressions Psychotic patients, in particular, frequentjy 
provide crucial diagnostic information through artwork. 

Recreational Therapy 

Recreation can be used therapeutically rather than for the mere 
purpose of diversion. Ordinary recreatio.^al activities, such as games 
sports, swimming, picnics, and trips encourage the patient to come 
out or himself, to enlarge his capacity for pleasure and relaxation and 
to become more aware of the ways in which companionship' and 
shared experiences are desirable and beneficial. The competitive 
aspect of sports can also have therapeutic effects, patients must be 
, self-assertive within a larger cooperative structure For hospitalized 
patienfs, excursions outside the hospital often serve the secondary 
purpose of maintaining patient contact with the community at large 
Camping is an activity which has proven to be useful in- providing 
hospitalized patients with> new view of living. It has been an 
incentive for them to assume new responsibilities and additional 
degrees of independei.ee while "roughing it." Camping has made 
patients more aware of their interdependence as they assume various 
assignments which are necessary and peculiar to the camping 
experience 



Occupational and/or Vocational Therapies 

Occupational Therapy 

Jou.h^'"'''"'\°[ °""Pat.onal therapy are to increase self-esteem 
through more "satisfactory working relationships with others; to pro- 
mote ego strength through creative and goal-directed activities- and 
to mcrease the patient's capacity for effective functioning by mW 
ducmg him to new skills which provide satisfaction and pleasure and 
which mipht even lead to new occupational interests Activities 
mclude woodworking, painting, leatherworking, and ceramics, among 
others, instruction IS usually provided in groups, so as to encourage 

hrnf uT""' ' r ''^^'"^ ' "'^^ P^°)^^» sees it 

through to completion, he increases his confidence and sense of 

accomplishment and he develops an awareness of the range of skills 
which It IS possible to learn 



Vocational Rehabilitation/Therapy 

Rehabilitation oftentimes represents an extension of therapy 
Vocational rehabilitation provides the patient with counseling, train- 
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ing and )ob placement services, the patient's vocational skills are 
evaluated and efforts made to f;nd him a )ob suited to -his qualifica- 
tions !f the counselor finds that his client-whether a hospitalized 
patient or a participant in an outpatient program-is m need of 
vocational training, he will arrange for such training through the most 
convenient facility, hospitals often include their own training taci i- 
ties Vocational rehabilitation counselors have become increasingly 
involved in followup services, such as supportive counseling after 
initial job placement, they also work with social workers in other 
areas of rehabilitation. 

The patient's voluntary participation in a program designed to help 
him make an independent living is therapeutic and implies a recogni- 
tion of certain determining realities m his life, involvement in training 
programs provides many of the same benefits as does occupational 
therapy The patient's self-esteem is strengthened as he becomes in- 
creasingly capable of functioning well, and of assuming practical re- 
sponsibility for his life 
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Industrial Therapy 

It IS often possible to g. - th^ hospitalized patient a salaried )ob in 
one of the so-called hospital industries, such as the preparation and 
distribution of food, or the laundry and cleaning operations; or it he 
has a particular skill, he may participate in a sheltered workshop 
which provides opportunities to exercise^his skill for a remuneration 
The patient is thus able to accept some of the responsibilities of a 
work situation and to en,oy a degree of financial autonomy while 
simultaneously benefiting from the protected environment of the hos- 
pital industrial therapy often serves as a transition to employment in 
the outs.de world Before the patient is placed m a job he must be 
evaluated as to his suitability and his progress must be evaluated 
periodically 

Educational Therapy 

A patient with learning problems often requires a therapeutic set- 
ting m order to leam In educational therapy, the teacher/counselor 
establishes a close relationship with the patient which enrourages 
communication and thus facilitates the learning process, the 'eacher 
may focus the communication on any subject which promises U be o 
interest and importance to the student The ob,ect of educaMonal 
therapy is not so much to convey specific kinds of information or to 
teach skills as to ra.se the learning level of the patient, and to prepare 
him for achievement in other kinds of vocational and occupational 
therapies from which his learning problem excludes him 
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Somatic (Pnarmacological and Physical) Therapies 
Medication 

Within the last 23 years, there have been revolutionary break- 
throughs in pharmacological therapy, due to the discovery of a wide 
variety of tranquillzing and antidepressant drugs Many of these drugs 
are very effective In controlling psychotic states, and have to a large 
extent supplanted the use of physical therapies, such as electrocon- 
vulsive shock In many cases, drugs are also the most efficient means 
of reducing neurotic anxieties, so as to render patients responsive to 
psychotherapy, a highly anxious patient is too preoccupied with symp- 
toms to think clearly Pharmacological therapy must be carefully con- 
trolled, since most drugs can produce undesirable side effects, and 
many are addictive, medic tion is usually an adjunct to other kinds of 
therapies and is regn'z.ed by the therapist according to the patient's 
need .-^n.^ r;,fo improvement These medications must be prescribed 
by a physician 



Electroconvulsive Therapy (Shock) 

The therapy that is popularly known as shock treatment produces 
convulsions by use of electricity, after each carefully regulated 
charge, the patient is rendered unconscious for about 5 minutes He 
has no memory of the convulsion, but may feel confused for some 
time after the treatment A frequent complication for patients who 
receive a ser:es of treatments is temporary impairment of the 
memory, this may last for weeks or even months after the therapy has 
been terminated However, electroconvulsions as far as is known do 
not cause any permanent impairment of either memory or intellect 

Shock therapy has been used primarily for patients suffering from 
depressive psychoses, usually over a.i extended period of time, and it 
has been highly successful with these illnesses Even now some 
depressive states are not responsive to drugs, protracted depression 
frequently leads to suicide Electroconvulsive therapy usually 
alleviates depressive symptoms rapidly, guilt and self-destructive 
impulses are markedly reduced Shock treatments are rarely used for 
psychoneuroses. though they are sometimes helpful m controlling 
extreme states of anxiety 



Hydrotherapy 

Hydrotherapy, or the treatment of disease by the external use of 
water, dates back to ancient times, like electroconvulsive therapy, it 
has been largely supplanted m the 20th century by the use of 
medications Water can have both sedating and stimulating effects^ as 
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we all know from such simple experiences as taking a warm bath or a 
cold shower Techniques used m hydrotherapy modify a patient's 
body temperature in an attempt to change his condition for example, 
the body of an individual who has been properly wrapped in a wet 
pack will generate a soothing heat over a period of, time which will 
result in a general relaxation of anxiety, a whirlpool bath, in which a 
high temperature and strong current are ^maintained, also has a 
sedative effect— it is, in fact, a form of gentle massage Other hydro- 
therapeutic techniques are designed to act as tonics, or braces to the 
nervous system, and have been used with withdrawn or depressed 
patients Hydrotherapy still finds some use in many mental health 
facilities as an adjunct to pharmacological therapies 

THE MHPD AT SA!NT ELIZABETHS: 1963-1975 

The use of many of the foregoing treatment modalities in the 
Mental Health Program for the Deaf (iV.HPD) has sometimes been 
problematic and always been challenging. However, before providing 
detailed accounts of a selection of illustrative cases, it is well to 
review briefly the history and development of the MHPD itself and its 
rehtionship to its sponsor institution, Saint Elizabeths Hospital 

Samt Elizabeths, v\hich provides both the selling and the resources 
for the MHPD, is a federally operated mental hospital which primarily 
serves residents of the District of Columbia but also serves several 
categories of Federal beneficiaries It has remained m the executive 
branch of Government since it was established by an act of Congress 
m 1855 and is now under the immediate supervision of the National 
Institute of Mental Health 

Because manv States have not yet developed mental health programs 
for deaf people, Saint Eluaoeths makes such services available to 
deaf citizens of States around the country The financial support for 
this program has been a part of Saint Elizabeths general operating 
budget since its inception, in this respect, the program is different 
from some others which started as research or demonstration projects 
subsidized by grants In general, the objectives of the MHPD reflect 
those of the hospital, with specific application to deaf people (1) to 
provide the most humane care and enlightened curative treatment of 
the mentally ill deaf through the use of special communication skil's 
and the most effective therapeutic techniques, C?) to ^erve as a train- 
ing resource for the development of skilled manpower in this 
important field, (3) to serve as a resource for research in mental 
health and deafness 

The development of the program may be divided into three 
phases Phase one, beginning in winter 1963, or * tal year 1964, re- 
sulted from my interest in languages, which led me tc study sign lan- 
guage and fmgerspellmg at Gallaudet College in a course sponsored 
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by^the District of Columbia Association of the Deaf. During this same 
period, the hospital administration was arranging for the Association 
to sponsor sign language classes at the hospital for other employees, 
which provided an impetus to put my new!; acquired skill to use by 
conducting group psychotherapy with deaf patients Accordingly, m 
October 1963, I requested a survey of the number of deaf patients m 
the hospital who communicated by sign language and fingerspelhng. 
Since I was personally acquainted with most of these patients, I did 
not wait for the results of the survey before beginning therapeutic 
sessions with two deaf individuals on a once-a-week basis in 
December 1963 The group size rapidly mcreased to six members, 
which the survey later showed to be the total number of deaf patients 
skilled in manual communication in the hospital's total patient 
population of approximately 6,000 Since the deaf patients lived m 
various units around the hospital grounds, they came together at a 
central location for 50 minutes of group psychotherapy This phase of 
the program continued for Vh years with occasional modifications, 
during which it became obvious that group psychotherapy was not 
sufficient to meet the needs *he patients 

Expansion otthe program got underway during the summer of 1966 
when employees from several disciplines m the hospital were re- 
quested and encouraged to devote approximately 1 \i hours each per 
week to the MHPD To help indoctrinate these employees in signifi- 
cant aspects of deafness, arrangements were made for them to attend 
orientation lectures for new faculty members at Gallaudet College 
on an informal basis, this marked the beginning of phase two By early 
1967, at least 13 disciplines within the hospital were providing ser- 
vices in such areas as psychiatry, general medicine, cimical 
psychology, social service, nursing service, activity therapies, speech 
and hearing therapies, and religious ministry. As a result approximate- 
ly 20 hours a week of multidisciplinary services were delivered to deaj 
patients Therapies were made available on both inpatient and out- 
patient bases, in addition, the program provided emergency, diag- 
nostic, and consulting services, and it established research and train- 
ing activities (to be described m chapter 4) The contributions of volun- 
teers, both deaf and hearing, from withm the community also played 
an important part m the delivery of services 

During the first 7 years of th<i program's operation, most inpatient 
participants continued to live separated from one another in various 
.wards throughout the hospital among hearing patients, rather than 
together in a single ward This arrangement left much to be desired in 
that many of the deaf patienis had little access to one another It was 
not without Its advantages, however, since it provided some opportuni- 
ties for social intercourse between deaf and hearing patients, m addi- 
tion, the participation of certain members of each ward in a hospi- 
tal sponsored program helped educate other patients on the ward. 
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and the i>t ^tf well, to the activities of the MHPD and the needs of 
deaf people 

In eariv 1968, the hospital iiirec) its first full-time employee to coor- 
dinate the actaities of ^'\HPD and by fall of the same year, a second 
full-time employee was hired as program assistant The MHPD also 
acquired additional office and program space in a second building By 
1%9 and early 1970, increasing demands for services made it neces- 
:>ary to further reduce fragmentation and achieve closer coordination 
ot the program In order to arnve at these goals, the hospital leader- 
ship aopomted a task force consisting of heads of the hospital's de- 
ji^ir.n.ei»ts and staff members of MHPD The consensus view of the 
f'^^k force supported the establishment of a separate unit for dea^ 
patients and details of budgeting, staffing, facility, and equipr 
needs were worked out by the MHPD staff In the meantime, U. i • 
consultant, with expertise in deafness had h?en hired representing the 
disciplines of psychiatry, psychology, and nursing respectively The 
stage vva:> set for the tu ther indoctrination of department heads and 
pros>pective staff menibe> > in mental health and deafness Blocks of 
time were set aside for U ' .es to be delivered by experts in the f'did 
of deatness A cumplement of 11 uddili nal full-time staff members 
was carefully selected and after careful mtrahospital negotiations, a 
30-bed buikling which aiso housed some hearing patients was 
assigned to the MI1PD. Thus, on July 1, 1970, deaf patients and a full- 
time stall (uuili (J^df and hearing) including a psychiatrist, clinical psy- 
chologist, community liaison ar^d public education officer, rehabili 
tdtion, nursmt;, and clerical personnel were relocated to their "new" 
building It was expected that the MHPD would contigue to pre- 
serve some of the advantages of the former system by maintaining a 
fully integrated program ol deaf and hearing patients Thi^ move 
marked the beginning of phase three 

By Its 10th anniversary, the MHPD had added a 40-bed inpatient 
ward and aqxither building for program and office space Eighty-one 
deaf patic.its were enrolled in the progiam 49 were outpatients, and 
32 inpatients lived in ^he two special wards Over the years the staff 
has grown considerably in contrast to the lack of full-time staff 
durink- *hc first S years of operation, the program now has approxi- 
mately 40 full time members, 4 of whom are deal or Iiard-of-heanng 
Such expansion was necessary ^o Keep up with the rapid increase in 
admissions to the MHPD in the seventies Until fiscal year 1971, a 
total ot ^7 pdt.ents had been in the program, for the fiscal years 1971- 
197'3 alone, 1 1 3 were admitted Unfortunately, in sj^ *e ol the rationale 
lor integrating deaf and hearing patients, no satisfactory plan was 
worked out for maintaining an mtegrated structure, and steps were 
taken to phase out the hearing f.^tients It remains the author's 
t;fMniun that a well planned and organized mental health program 
which irUegrates deal and hearing patients is desirable 
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It was cpparent m the early phases of operation that the program 
had many positi . treatment benefits for patients, and training ben*?- 
fits for those wishing to provide mental health services to patients, 
but ft could not be all things to all people. As a consequence, some 
limits had to be set in keeping with the program's objectives and the 
available resources The MHPD was committed to providing optimum 
treatment to deaf patients rather than merely to keeping patients for 
custodial care Treatment was to be intensive, with the return of 
patients to their communities as rapidly as possible after they had 
achieved maximum benefit from hospitalization Therefore the fol- 
lowing criteria for admission were established and are still in effect 
(1) the applicant should be wil'ing and competent to apply voluntari- 
ly and cooperate in his or her treatment, (2) he or she should not be a 
serius managment problem, (3) he must have deafness as a lifestyle 
and possess skill at sign language and fingerspelling, (4) the referring 
source must agree to accept the patient, or provide for his 
acceptance, once he has achieved maximum benefit from hospitaliza- 
tion and IS discharged In analyzing the statistical material at the end 
of this chapter, the reader should bear in mind that because of the 
inriposition of these criteria, the total patient population m the MHPD 
at Saint El'7abeths is not necessarily a representative sample of the 
mentally u, among the deaf community 



THE USE OF TREATMENT MODALITIES WITH DEAF PATIENTS IN 
THE MHPD: SELECTED CASES 



Ail the treatment modalities described in the first port of this chap- 
ter have been used in the MHPD at Saint Elizabeths, uuh the excep- 
tions of music therapy — which can be used with deaf patients, and 
may^be sometime in the future at Saint Elizabeths-and electrocon- 
vulsive therapy (Robinson 1973) The adaptation of tieatment 
modalities to deaf patients requires an innovative, highly skilled and 
flexible staff, as each therapist at Saint Elizabeths has become in- 
volved in the program, he or she has worked actively to discover the 
most successful modes of adaptation Just as the hospital pioneered in 
the use of dance therapy and psychodrama with hearing patients in 
the 1940's. It adapted these treatment modalities to deaf patients in 
the 1960's In addition, the MHPD was among pioneers in the use ot 
group psychotherapy with the mentally til deaf The following ex- 
amples of the use of treatment modalities for deaf patients derive 
largely from my own experiences as Director of the MHPD from 1963, 
when I founded the program, until 1975, and since then as a 
consultant They illustrate me of the interesting ways in which 
therapies are adapted, and are not meant to be comprehensive 
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Individual Psychotherapy and Individual Therapy 

No patient in the MHPD has undergone formal psychoanalysis, 
however 57 3 percent of those treated during fiscal years 1964-1975 
have participated in individual therapy, and 53 3 percent in individual 
psychotherapy (see table 4, p 97) Therapeutic e, )hases have ranged 
from the psychodynamic to the supportive, given the communication 
problems that attend the use of individual psychotherapy with deaf 
patients, these figures reflect creditably on the training and skill of 
the staff The specific difficulties in this area of therapy have long 
been of personal concern to me in my own work, and to those few of 
my fellow psychiatrists who have tried to deliver therapeutic services 
to the mentally ill deaf at other mental health facilities 

Perhaps the mr>t obvious question raised in connection with 
individual psychotherapy for deaf patients is that of how the thera- 
pist and patient will communicate Since it is generally accepted that 
hpreading at best misses about 30 percent of what is communicated 
orally and few deaf persons lipread well enough to allow for a free ex- 
change of ideas, it is necessary either for the therapist to sign and 
fingerspell, or for an interpreter to be present in the room When the 
therapist and patient communicate by means of the same language, 
rapport is fd:ilitated The staff members at Saint Elizabeths who con- 
duct individual psychotherapy communicate directly with the patient, 
and find that his system works very well However, attention should 
be called to the Registry of Interpreters for the Deaf, which has 
members specifically trained to interpret in mental health settings 
Thus It IS often possible for a patient to participate in indiviudal 
psychotherapy in the presence of an interpreter, Rainer et al have 
found this method effective m New York What is essential in any 
form j\ individual psychotherapy is that the lines of communicdtion 
are open-that a comfortable milieu is established m which the 
patient feels free to expre^ himself 

The'-e is another, more complex problem in communication which 
proves troublesome, when a patient has serious deficiencies in lan- 
guage, and accompanying social retardation, the therapist is often con- 
fronted With an immaturity and inability to conceptualize which im- 
pede effective psychotherapy Rainer discusses these difficulties and 
the related need of many deaf patients to depend excessively on thera- 
pists as parent figures in Family and Mental Health Problems in a Deaf 
Population (1969), in spite of the obstacles, however, Rainer and hs col- 
leagues have had some success in treating patients on an mdividual 
basis My own efforts in this area have concentrated cn patients who 
show aptitude for individual psychotherap, that is, individuals 
whose communication and language skills are good, and who are able 
to examine problems conceptually 

A 34-vear old female patient, whom we shall refer to as Ms K, is a 
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case in point Ms K was an attractive person who was admitted to 
Saint Elizabeths Hosptial at the age of 22, some 11 years prior to re- 
ceiviny individual psychotherapy She had become deaf at the aye ot 
3 and had been told that her deafness follow'ed surgical removal of 
her adenoid glands She was able to hear some with the help ot a 
hearing aio. but could not hear without it Ms K was a very good lip- 
reader, had excellent command ot the English language, her speech 
was very intelligible, and she had excellent ability to use sign lan- 
guage and tingerspellmy She was reared by her maternal grandparents 
m an urban environment where her mentally ill mother was a member 
of the household There were three other family members who had 
periods of mental illness She described her upbringing as very reli- 
gious and strict She was a very bright person with an I Q of 103 with 
a probable potential m the superior range of intellectual ability Ms K 
graduated from an ungraded school and had met qualifications to 
enter Callaudet College the year prior to her entering Saint Elizabeths 
Hospital During that intervening year, instead of enrolling in Cal- 
laudet she accepted a )ob However, while at work one day, she be- 
gan to experience her first overt symptoms of mental illness Thus, she 
began to hear imaginary sounds and to see an imaginary light which 
was very bright This was followed by bizarre posturing behavior at 
home and peculiar dressing habits which prompted her grandmother 
to seek hospitalization for her Upon admission to Saint Elizabeths 
Hospital, her condition was diagnosed as schizophrenic reaction 
catatonic type During her 8 year period of hospitalization prior to 
her entering 'he MHPD, she continued to experience auditory halluci- 
nations in the form of voices giving her conflicting advice She had a 
very stormy adjustment on the wards manifested by episodes of as- 
saultive and df-tructive behavior, withdrawal and uncooperativeness 
There were also periods during which she displayed markedly de- 
creased physical activity, standing in one place for prolonged periods 
and refusing to eat, which necessitated tube feeding SI e had received 
various forms oi treatment over the years, including medications, 
without sustained improvr-nent I had known her during most of her 
hospitalization and, at one period, prior o the establishment of the 
MHPD, had responsibility tor her treatment She was a member of my 
group psychotherapy program when I offered her individual psycho- 
therapy She readily accepted the offer Modest goals were set which 
included (1) to help relieve her of her hallucinations or help her 
become confortable with them, (2) to increase her self-esteem, (3) to 
improve interpersonal relationships Sessions were scheduled on a 
once-a-week basis for 45 mmutes for each session It was my opinion 
at that time, which ! have since changed, that a deaf patient could 
not tolerate longer sessions Rapport with her was established easily 
because ot my previous working relationship with her For communi- 
cation we used voice and sign language and fingerspellmg During the 
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later sessionb, I used a technique which I borrowed from the late Ben- 
lamin Karpman, M D , a psychcanalvst who worked for many years as 
chief psychotherapist at Saint Clizabeths prior to his death in 1962 He 
had mtruduced the technique to me during mv period of psychiatric 
training at)out 10 years earlier It consisted of the use of a large set of 
written questions — each set on a separate piece of paper The 
questions coverv^d a sequential development of a person's life frc . 
prenatal development through adulthood A week prior to each ses- 
sion, the patient would be given a set of questions to respond to in 
writing The oatient would bring the written answers to the the-apy 
session and these questions and answers would serve as a basis for 
discussion during the sess.on This method enhanced simultaneous 
data 'collection and evaluation and appeared to be an asset m cases 
where the patient was not sponianeous in the conversation I had 
used It with a hearing patient and felt that the technique could be 
modified toi a deaf person A representative sample of the modified 
questions follow (To conserve space in this book, the sets are not 
listed on separate pages ) 

1 What have you been told about your birth? Your period of gesta- 
uon' Your mother's state of health during that time? Did she have 
any diseases during that time? Was gestation full term or was your 
birth pi.^mature? 

2 Whit else have you been told about your birth? Was labor diffi- 
cult? Was dehve^ry dif|,fcult? Was delivery b\ forceps, caesarean. 
or usual? P-eech or head first? Anything unusual about your birth? 

i Were you oorn'in a hospital or home? Was a physician, nurse, or 
orhtrr in attendance? Were there complications during your new- 
born period'' Did yOUr mother have any complications after your 
birth? What have you been told about your newborn period? 

4 Whdt have you been told about your infancy? Were you irritable? 
Did you cry much? Were vou left alone frequently or for long 
periods-^ Were you held in arms often? Cuddled? 

''t We.e you breast ted or bottle fed? If both, do you know at what 
period vou switched trom one to the other? How old^were you 
when you were weaned? Was weaning difficult? 

5 What do vou recall about your toilet training? What do you 
remember about your Khci\ or* urine or *eces? What do you re- 
riiember dbout your thoughts or feelings about bladder or bowel 
tunction? 

7 At what age did you b(^come deal? At what age was your deafness 
disio-'cred? Do you know how your parents reacted at tlie time 
vour deafness was discovered? How did your parents react to you? 
How did other relatives react to vou? 
n At what w^.'e did vou first realize that vou could not hear? Did you 
ever t^el you wi»re different trom other people? If yes, at what 
age did you begin to leel different? D9 you now fe.el that you are 
the sam(» as hearing people but ^or your absence ot hearing? 
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Unfortuna'ely, intervening priorities did not permit me to complttt- the 
development of these questions I still feel that the technique war- 
runts further development to'test its use with deaf patients 

Both the new technique and the conventional methods of discus- 
sion worked well with Ms K She always looked forward to the ses- 
sions and was cooperative during them She was always neat and well 
groomed To summarize the account of the individual psychothera- 
peutic cessions, the patient reported her experiences at home as a lit- 
tle girl when she was very attentive to her ill mother who lived >n the 
household She telt very sensitive to her mother's needs and tried to 
keep her comfortable She was the only deaf member of the family 
and when she became aware of her deafness, she hid in a closet and 
also h;d behind a chair He. life was restricted and she was not per- 
mitted to go out in front of the house to play because of fear that her 
deafness would prevent her from hearing oncoming cars, placing her- 
self m danger of being hit At the school for the deaf which she at- 
tended, she adjusted well but frequently felt some degree of jealousy 
or rivalry with other girls Some of this extended to adult life 
involving the same individuals She also reported how on the job she 
felt that often she was shunned as friendships developed among the 
girls She had strict religious training and when her symptoms of ill- 
ness occurred on the job. she went immedidtely to a church where she 
had a very strange feeling Ms K discussed her frequent hostile 
^^ncounters which occurred on the wards of the hui^pital. some recent 
and some long past, from the years when she lived among hearing 
patients and staff At times on the ward, she becan^ie violently assaultive 
requiring placement in a room separate from other patients It was 
interesting to note that she report'ed her auditory haliucinations freely 
in the individual psychotherapy sessions, but refrained from bringing up 
the subject during the group psychotherapy sessions As sht^ discussed 
her relationships with bo\ friends in the hospital, it was not* that she 
frequently put herself inlo a position of rivalry with other girls and 
almost worshipped the male friend, sticking by him ro^'ardiess of his 
behavior 

After about 1 year of therapy, she developed a close companion- 
ship with a hearing female patient in whom she confided Her as- 
saultiveness diminished and she became more cooperative on the 
ward In assessing the therapeutic process. I believe that the patient 
was able to j^am an awareness of factors motivating her behavior and 
with the help ot other thercijeutic activities, including those of a 
social nature, and the use of medic m'^, she was able to modify her be- 
havior toward improvt ^ent During the sessions,') did not encour- 
age discussions of her hallucr»ations, but kept them in the back- 
ground to avoid blocking more productive work Instead I concen- 
trated on her self esteem, which was enhanced by the fact that she 
Vvas one of the tew patients m her building given th*^* benefit of indi- 
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vidual psv^ hotherapv Tht* major tocus, however, wa^ on her interper- 
5»unal relationships As she gained se!t-es|feem, she was able to under- 
stand how ihe had been toymg bt^tween the world:> ot the deaf and 
the ht-armg, to which she brought a deep sensitivity and ambivalence 
that developed in t*arlv chudhood Being the only deaf member in a 
hearing family surely entailed a great deal of rtvair;/ with siblings and 
an attitude which she cdme to understand as operating in her future 
relat.onships with others Ik'ing a deaf patient m a hearing mental 
hospital was also seen ab restriv ting, as she had experienced feelings 
of restrictions before m her home life as a deaf person As she be- 
came more aware of the lela' onship between her current behavior 
- and past feelings, attitudes, and reactions, she was better able to deal 
With her day-to-day conflicts with others and refrain from using 
hostile assaultive tatties in dealing with them After working with her 
^ . tor Ml year^, I felt that significant progress had b(?en rTiade toward 
the pre set goals A female therapist, who was deaf, became avail- 
able and It appeared that the time was ripe for the patient to con- 
tinue therapy with her The transition was made without difficulty 

Taking another look at Ms K, it is interesting to note a few of her 
written o counts ot her illness, liospitali/ation, and improvement 

The followir.g account was written 1 year prior to the beginning of 
individual psycholherapy 

jvtv I ife and t xpenenc v in Saint { li/abeths 
hrst I was admitted to DC General for observa'nce of ' nvV I went 
through a long trial there They treated nne in everything I did not res Dond in 
everything, and so the result was they thought I was insane and so I was 
transfe'-rt'd to Sa.nt f h/abeths I dici not know I was b(Mng sent to S< mt Eli- 
zabeths I had nb idea where I was going and when I arrued at W K I was 
fjelightvd with th»' pUi(e~whv^ I don t know why 1 ju^t liked it The long 
halls and tht- l)ig dayrcM^m I was [)la(ed on Ward in W u It '.as supposed 
U) bv a waid ti)( bad girls Most ot the girls on Ward 8 were my age and I 
Itked ihtni for st»me reason on the very day I arrived, thev put me in a eel! 
arid there I staytnl tor days They stripped me and threw me in the cell 
riake(i In tht' cell I nuide friends with the [)igeorJs t fed them bread Maybe 
vou ctl! will ht' intt'iesttd to kr nv ^hat at < le tfrne I was hearing voices 
v\h|i h [)iit mt' n a strange wt)rki ot my own !n the (cll • heard noises Such 
as sreel planks l,< jng dro|)t»t'd on the cell floor and [)Ugs (rawling all over 
iTir I iould ht'cir within iu\ body voues speaking to mt\ t)ut I could net 
r^iakf out wfial tbt'V w« re saving I r<'rTier^il)er very well the lights would 
iiotlier mM lhe\, wouUi e\(H ute me and I often th(HJght the crown of lesjs 
wa> up fh(»re tri tfu blut light bull) Soc^n I got to kncnv my voices I hey 
were lestis [)v\i\ Had Angels and uUlt Devil V es I am a C itholic so you 
t <«n tindt'rst<ind that at that time my hU' was turning holy I was in religion 
tor a very U»ng tinu' uh so vi-ry long How long (,o6 only knows' 

My people would tome to see me twice a we(»k those days Now they 
1 oiiie ofu »' a wt>»'k f very Sunday lust seeing n\\ people brought me around 
toreahtv gr<jncJinothrr did get nie a lawyer lUit she was of no avail Shv 
(lid not hi'lp fTU' 1 have not seen her ♦ • ej)t that one ti^M' l^o you know 
what shr said shr said V\ hat would vou like to w( «ir «tt your funeral^ Did 
sfir thif.k I w<js *;n»ni: to die'' Small wonder cause I w«iscdwa\s m bed 
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Well anvwav. I «oi .ntm-stcd m goin« ^Amvs I bej^an taking an mU»reW 
m life and I boheve that s how ! got bac k to r^Mhty U's today I am just fmo 
I am going to school <ind ' <im making all A s I hop(* to [)o working outs.de 
^oon I ,im now on a bettor ward so tbf tuturc looks bngfit tor nu- I <im 
happy Thank you 

n 

The next account was written 1 vear atter the beginning mdivid 
ual psychotherapy 

' What Is It Like Being a Patient m Saint f hzabeths Hospital? ' 

To be d patient m Saml M./abethv Hospital is hke being a prisoner within 
your own self hrst vou were a prisoner ot the make believe world Vou did 
41 things that were not normal or heard ot m the World oir de you (the World 
from which you came and the World to which you go back when vou are 
completely cured) Then one dav you were faced with reality You didn t 
know how to undergo realitv vou became excited and tear oxer 
whelmed you but you tried and you made* a stab at it Whoop^-it worked 
Ine Wall which had enclosed vou and wa^ making you a prisoner on your 
own seir has been knocked doun Vou tcel better and vou think you are 
ciuite a Champion Vou are hap()v vou made the tirst s(ep to reauty and 
was successful So >ou try again Vou take a step farther, you succeed 
Then comes many m^re untiJ vou become strong ^nd confident Your 
actions are better, you ac t faster and you rind yourself 'lappy 

Now comes progrc^ss, you are face-* with reality h(,e. too Your concem 
for your bodv c om^s f,rst Vou heard of vitality, you wonder |ust how to 
make progress in vitality Yo i-.now it js one of the recjue'^ts of the Hospi- 
tal to have vitality You know with vitality of the body and ^oul you can be 
strong So what do you do' You go out and buy a Chocolate Malted 
Milkshake it gives you vitality, it makes you feel gc<xJ and it is healthy to both 
mmci, body and soul Now vou know what vitality !s, it is food and drink 
and much more Something that will nourish you and make you round 
strong, and healthy -body sVise and mind wise With vitality yo-j seem much 
lighter You can walk and ac t faster You are happy here, too 

Then second you think of a )ob You know without work you cannuJ make 
progress You ask your doctor to put you to wr rk He does Vour fear is 
over you are going to work There will be less sleeping and iaziness will 
eventually go awdy The Make Believe W .>rld is shattered, you go to work 
You are facing up to reality At work you are first faced with many problems 
but you gradually succeed in overcoming them-one by one-but there are 
always many more to overcome Hy this you have learned md built your 
confidence to a much stronger height You are mi U stronger now to take a 
K)» oi.todc m the World You tell the Do ^or you feel you are ready to go 
Me agrees Here too, your wall of dependency is shattered You have Hope 
and Kiith in yourself I now antu ipatr the day when 1 might be able to leave 
the Hospital With the assurance and support c:>f the Doctors, Nurses and 
Staff I have reached this goal fhere are doubts whether you re going to sue 
ceed or not You take the rem, you hope and feel sure you re going to make 
It because the first step was successful The Wall is broken through and you 
are free once more from yourself You are nv>w thinking of becoming a C iti 
/en out (here making all kinds of progress and taking all kinds of steps Y^u 
are back in the Community You report back m the H(>.,..tal periodically with 
the good news of your progrc^ss You are glad and happy all over You make 
an OUfstandin;^ examp'e to ail the other Patients behind you You give them 
Hope 
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Also 1 year after the beginning of individual psychotherapy Ms K 
wrote the folio, ing list of advisory messages on mental health 

My Advice to a Young Boy or Girl m Staying Out of the Hospital 

1 Take an interest m people around you Whether it is »n your own home or 
eUewhere cu * 

2 It you are deaf do not hide the fact that you are deaf Be open Show it 
And be brave , , u 

3 If you are deat do not confine yourself completely m the Hearing World, 
or with the Deaf people, but mingle with both 

4 Have triends and have a hobby It can be anything reading, writing, sport 
activities, or anything of the like 

5 Be busy Keep your mind occupied at all times 

b Honor thy Father and Mother Be kind and understanding and tolerant to 
both old and young 

7 Be intere<ited in your Church Activities, Practice your religion 

8 Avoid places that are indecent 

9 Be decent and clean in all your actions 

10 Develop the habit to use good manners and good grooming 

11 Be well bred and be happy Be Healthy both m Mind and Body 

12 Get plenty of outdoor air and sunshine Always have good hygiene 
By these 12 rules, you can be sure you can avoid mental illness 

I am happy to report that with the continuing therapeutic efforts of 
the staff of MHPD, including a one-to-one working relationship with a 
Nursing Assistant, Ms K is now living away from the hospital in a half- 
way house 



Group Psychotherapy 

As mentioned earlier, my first treatment experience with deaf 
patients in the MHPD .was in group psychotherapy. This venture, ac- 
counts of which were published in 1965 and 1966, marked the begin- 
ning of the MHPD at Saint Elizabeths It is illustrative both of the suc- 
cesses and the problems encountered m this type of treatment 

The group selected fo. this venture consisted of six patients who 
had the following general characteristics speech and hearing impair- 
ment ranging from severe to profound, varying levels of communica- 
tion skills such as hpreadmg, writing, sign language, and fingerspelling 
Social isolation was a common characteristic manifested by v\'th- 
drawal, dependency, inferiority feelings, attempts to overcompensdte 
by acting out, and problems m interpersonal relationships During the 
course of their hospitalization, they had collectivelv shown symptoms 
of anxiety, such as cham-smoking, paring, alterations m appetite, or 
psv(hotic symptoms such catatonic stupor, urinary incontinence, 
delusions, and hallucinations with remissions and exacerbations 

rhe group was started m one of the psychiatric units with a nucleus 
of two deaf patients, but nev\ members were soon added After some 
turnover, the group settled «town with six members, and continued 
with the same six members for over a year The age range was from 29 
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to 70 years with a mean age of 45 5 Periods of hospitalization ranged 
from 8 to 21 years with a mean of 16 years, there were two women 
and four men The group met with me once a week for a 50-mmute 
period, estabhshed goals included allaying anxiety, alleviating in- 
feriority feelings, improving interpersonal relationships, and expanding 
each patient's sphere of social interaction 

At the beginning we estabhshed special rules Each member of the 
group had to be skilled m manual communication but.was permitted 
to use other communication skills if he or she had them. Because 
communication among deaf people involves visual concentration, the 
therapy room was well illuminated and offered a minimum of visual 
distractions The seating arrangennent was circular or semicircular to 
afford maximum visual contact among members Visitors were 
admitted only it they understood the communication techniques and 
had a special interest m the problems under discussion They were not 
observers, but were incorporated into the group For the several 
patient groups which have subsequently participated in group psycho- 
therapy m MHPD, this type of structur.ng has continued for the most 
part 

The personalities of the group members varied widely, as did the 
roles they assumed within the ^^roup structure Ms V, 32, had been 
Jiospitahzed 8 years Her speech was only slightly impaired, she could 
^hpread and hear fairly well with a hearing aid She was the most 
active membe*- of the group, volunteering to interpret sign language 
when necessaiy On one occasion, she described how she had been 
slapped by another girl a few years before her hospitalizatioa she felt 
the girl had misinterpreted her deafness as snobbishness and 
retaliated ^ith the slap Later, Ms V described a more recent ward 
experience in which >he felt like slapping another patient, when 
reminded of the time she was slapped, she became extremely tense 
and anxious The group helped her deal with her hostility and anxiety 
by discussing the issue of why people slap or get slapped Although 
the question was not resolved, Ms V's anxiety subsided, and the 
benefit of the group interaction was clearly evident 

Mr B was 29 and had been m the hospital for 18 years He had a ' 
moderate degree ot speech and hearing impairment, but could lipread 
and commimicate manually Although his ability to conceptualize 
was low, hd was quite talkativr and demonstrative, and somehmes ear- 
ned pantonine to an extreme Mr B's acting-out problems had long 
been in evidence, at the time of our session, he had severely limited 
hospital privileges He was frequently disruptive The issue of Mr B's 
behavior was put before the group, over a period of time, group sup- 
port and advice h Mped Mr B reduc e his disruptive activities 

Changes m Ms M, a profoundly deaf patient of 50 who had been in 
ti.e hospital over 20 years, were less obvious Ms M was not very ac- 
tive m drcussions, but would respond relevantly when addressed 
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directly, and was drawn out of herself sufficiently to occasionally 
smile, joke, tease, or touch Her progress wa< slow but definite, 
eventually, she was one of three patients m the group who was grant- 
ed permission to walk about the hospital grounds unattended, she was 
abie to keep her appointments and became more alert and sociable 

Mr T. another profoundly deaf patient of nearly 70, had no intelli- 
gible speech, however, he was very active m the group, using manual 
communication almost exclusively He had a businesslike attitude and 
served as a mediator, keeping things in order, he was quite spontane- 
ous m his communications and had animated interchanges with Ms V 
He was also free in showing hostility and opening up his emovions to 
the others About a month after the group began, he left the hospital 
to hve with his sister Throughout the year he traveled unaccom- 
panied bv [)ublic transportation in order to attend group sessions 

Mr D, age 50, and Mr H. age 30, had been in the hospital 21 and 8 
years respectively, and were the least active members of the group 
Mr D was always pleasant rnd smiling, but never responded unless 
addressed directly, and nearly always fell asleep during the sessions 
He was, however, the only person gainfully employed At first, it was 
telt that Mr Hs'passivity was due to his difficulty comprehending 
Sign language He was a chain-smoker Gradually he began to react to 
the activities and even to respond occasionally Over a period of 
time, his chasn-snnokmg subsided 

During group sessions tliere were sometimes hostile retaliatory 
responses to teasing and noncor>forming behavior However, all the 
patients s ,Tied to be genuinely concerned about one another's wel- 
fare, they frequently volunteered to do favors, or share possessions 
VV^hen one member became acutely ill with chest pains during a ses- 
sion, the others responded with an outpouring of sympathy Patients 
also expressed concern it one of their number was absent 

One unique c harac tenstic of this deaf group, not generally seen 
with hearing groups, was the openness and direct expression of affect 
Smihng, laughing, and touching occurred frequently, embracing, oc- 
casionally It was also observed that these patients were more sensi- 
tive to the introduction of new people than to changes m physical 
environment For example, when visitors took part in group sessions. 
pat»»'nts he(ame more (»\pressive, desiribing hostility toward signi- 
tucint p*»o()le outside the grouf). particularly authority figures such as 
parents or doctors On the other hand they responded minimally to 
(hanges m ihv meeting pla(- or to the furnishings of the psycho- 
therapy room and time schedule 

In general, it (an be said that gams made by patients during the 
total exrx^rience were modest but definite In addition, this experience 
brought to light (ertain factors which must be taken into account in 
(ondu(tmg group psy( hothera[)y with d' i members, for cample, 
variations in sign language te( hni(jue. particularly regional differ- 
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ences, sometimes require the therapist tu be verv active m helping to 
clar.fy communications In addition, transmitting '1 interpreting 
manual communications depend largely on the degree ot histica 
tion and perceptiveness of the participants, which also varies After 
our group had been m session for several months, and some of these 
differences were appare"^^ attempts v\ere made to test the patients' 
verbal concepts by having them write accounts of their Easter holi- 
day experiences None had trouble with penmanship or spelling, but 
some had faulty sentence structure One patient wrote, "I had a good 
time for Easter basket and the color eggs I want to make all color 
Easter Monday" Another wrote. None else in Easter Day' On the 
other hand, some ot the patients used normal sentence structure and 
conventional verbal concept> These variations in levels of verbal and 
conceptual sophistication made it necessary for me, as therapist, to 
be very active in promoting the group interchange It would appear to 
be Uiuu efficient to work with individuals who are more compatible 
lingurstirally, though it is not aUays possible to assemble such a 
group at a given time, in any event, it should be borne in mind tfiat 
broad differences create special problems 

Observations were also made of patient reactions to the filming of 
one session, and to the taking of stili photographs at another The 
group agreed to participate in these activities, although members 
experienced a variety of emotions in anticipation of the events Some 
were enthusiastic, others showed apprehension and anxiety However, 
their delight and amusement at viewing the pictures were fairly uni- 
form, and It was possible to discuss their responses in the group, the 
comparison ot selt-imagc and screen image was ot both interest and 
benefit to them The experience thus suggests the possible use of 
photographic devices as adjuncts to group psychotherapy, and/Or as 
an aid to teaching the treatment procedure Video tapes and pL^v 
back are used extensively for both treatment and training in other 
parts of the hospital with hearing people 

In summary, then, my early vt^nture in group psychotherapy proved 
the efficacy of this treatment method with deaf persons, the MHPD 
has continued to offer this therapy to large numbers o. patients Nine 
ty eight individuals, or 65 ^ .percent ot those in the program from 
1964-1975, have partu ipated .n , -oup psy( hotherapy sessions 



ramily Therapy 



{arly in the program, Olethia D Weathers, a social worker at Saint 
tli/dbeths, and I (ol!ab(;rated in a therap(*utic effort which may ap 
propnately be called crisis intervention (a Irngthy published account 
appeared in Amencan Annals ot the Dcdi, June 1074] I he crisis was a 
life th''eatening loss in a normal hc^armg lO-vedr-okJ l)ov ^uttering 
from anorexu* nervosa, a syndrome marked bv severe and prc;long(r*cJ 
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retusdl tu eat Accompan^mg symptoms jncludec fantasies m which 
the boy saw himself as a person of superhuman s^ength and power, 
learning difficulties, and shyness The patip-.t, who shall be called 
johnny S, was referred to the MHPD several months aner he had 
undergone hospitalization to correct se> ere weight loss Though he 
had gained weight during his hospitaliza lon, it was felt that it might 
not remain constant without psychiatric intervention and a change m 
tamilv miiieu However, the fact that Johnny's parents were deaf 
created a special problem they had not been able to communicate 
effectively with )ohnny s pediatrician, and needed to talk to pro- 
fessionals who understood sign language and fingerspelling Prior to 
this time, the staff of the MHPD at Saint Elizabeths had not under- 
taken tamily therapy, although Johnny was hearing, the referral of his 
case provided an opportunity for working with a family with deaf 
members 

According to the history, )ohnny had begun eatng poorly 7 months 
previously He started to lose weight and to act strangely, putting 
food in his muutli but not ingesting it and expressing much concern 
about body building At school, he was having both learning and dis- 
ciplinary proulems After several months of weight lofs, lohnny was 
admitted by the pediatrician treating him to a local children's hospi- 
tal where he remained for approximately 1 month On admission, he 
weighed 41 pounds During the first week of hospitalization, he 
continued to lose weight, and was discovered to be hiding food m his 
clothes and m places around the room He was then fed intravenously, 
and eventually given a liquid diet supplement, which resulted in 
y%i ifoht gain Hov.vv'.T, he continued to refuse to eat solid food, or to 
hide It Dur.ng the course of Johnny's hospitalization, the family 
visited the patient regularl/ but seemed to avoid the pediatrician It 
was clear dt johnny s discharge that he and the family were both in 
need of professional counseling 

In the interim between hospitali/ation and referral, the family sent 
lohnny. who refused to go to school, to live with an uncle and aunt. 
e<irlu»r in the year, Johnny had transferred from parochial to public 
school because of accidemic failure The family saw this move to the 
relatives <is a par\a; ea to Johnny's probi .> since the aunt and uncle 
could liear <ind liopc^fullv offer Johnny aJult supervision and advice 
H(;w(*ver the arrang(»nient was not successful, Johnny continued to 
retuse to Mvnd school and to be f)reoccupied with his body and his 
weight Bv Auu'ist, when f<imilv therapy began, he had returned to his 
t<imilv home 

Initially the* ther<ipists gather* d information from family members, 
and took note t the.r s<nic*nt i har.u teristic s Mi and Mrs S, both 38 
<it tlie time* h<Kl tw( c hildrc^n m addition to Johnny, another boy and a 
girl I he family lived in a tVNO-bedrooni a[)artment in a semirural area 
ot metropolir<in V\ashmgton, l)( Ai s worked at night and was at 
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home most of the daytime hours He used part of his daytime hours 
for necessary sleep 

Mr S was a short, sfockily built man who usually dressed very casu- 
ally, was generally pleasant in manner Mr S had become deaf at the 
age of 6 months from an illness he could not .dentify, his formative 
years were spent m a residential school for the deaf where he com- 
pleted the ninth grade Subsequently, he received training which pre- 
pared him for his work as a printer 

Mrs S, a short woman of medium build who wore glasses, had 
been a housewife during her 14-year marriage She appeared very 
interested in her family's problems, and cooperated as much as pos- 
sible She had not become deaf until age 3 Mrs S had completed 
eight grades at a residential school for the deaf 

The oldest child, Betty, age 12 at the time of the therapy sessions, 
appeared very alert, intelligent, and responsive to questions, it was 
soon apparent that Betty had assumed the role of parent surrogate in 
relation to the boys With adults, she behaved as it she were older 
than her actual age 

lohnny, the identified patient, was very thin and shy he talked in 
monotones, and only in response to questions His lack of spontaneity 
his tendency to withdraw into fantasy, and his recent h.story of aca- 
demic failure reflected the emotional disturbance of a severe adjust- 
ment reaction of childhood Despite these disturbances in thinking 
johnny's I Q was normal (109) with bright normal potential 

Six-year-old Billy, the youngest child, appeared to be a little small 
for his stated age, but was very active, talkative, and spontaneous in 
marked contrast to johnny He easily attracted the attention o' the 
family and generally was successful m getting his wishes met He had 
recently started parochial school 

Based on referral information and our initial impressions the social 
worker and I set the following goals for the therapy (1) to redirect the 
focus from johnnys eating habits and fantasies to the total family 
interaction. (2) to help alleviate acute symptoms m johnny, (3) to 
keep pressure off Betty as the parental surrogate tor the boys and (4) 
to assist the parents in their roles as parents The decision was 
reached to meet with the family con|Ointly once a vveek for 50-minute 
sessions, we would use sign "anguage and f.ngerspelling in 
conjunction with speech as the means of communication in case it 
proved necessary to divide the family mto groups for separate 
counseling at any time m the therapy, arrangements were made for 
convenient facilities The therapy offices, connec t, c, )v an all-pur- 
pose room, were comfortable, and within easv access of restrooms 
and a game room for the children 

The Urst six meetings were con|oint fa nily sessions, family inter- 
action, which was quite revealing, confirmed many ot our eaHy im- 
pressions, and uncovered! several contributing .'actors to johnny's 
illness 
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The behaviors ot Mr and Mrs S during the therapv sessions were 
very difterent trom each other For the most part, he remained 
passive, interrupting otcasionallv to disciphne the children by point- 
ing <i tmger, trownmg, or clapping hi^ hands, sometimes he would 
volunteer mtormation regarding johnny's bizarre eating habits and 
tantasies m response to a question directed to Johnny This tended to 
keep the to(us ot the discussions on Johnny and av\ay from ques- 
tions which dealt with family problems in a broader context When 
(ontronted with those queUions he deferred to his wife, who was 
much more activel\ and emotionally involved m the discussion, 
despite the ta' t that her manner was shy and sensitive She appeared 
to be the decision maker in the family, however, she delegated the 
responsi.oihty tor carrying out these decisions to the husband 

Both Mr and Mrs S relied heaviiv on Bettv. who willingly assumed 
the role ot liaison between her brothers and parents, and tried to 
assume the same role between her parents and the therapists Her 
parents seemed to accept this as natural, and it became clear that at 
home Betty consistently mediated between members of the family, 
and between her parents and the hearing v%orlcl The therapists called 
attention to Betty s dirticult position very early and discontinued her 
role as the sole interpreter in thti se^^sions. in instances where interpre- 
tation was necessary, all the children helped out The parents began 
to realize Bettv s ciittiuilt position as a substitute parent As a result 
o\ this, It ap[)eared to Mr and Mrs S that they understood that they 
should assume a more supervisorv role over the sons and delegate 
less to [ietty 

I he (xtrents also were helped in dealing with Billy, whose attention- 
getting behavior they un>Mttt^gly encouraged Billv was usually very 
talkative s[)eaking both tor h^msc'lt and Johnny, and he liked to be 
<ii tive -walking around the room'meddlmg with objects, or appealing 
directiv to his parents ror attention Mr and Mrs S frequently rem- 
tor(e(j this l)ehavior by responding to something Billy had done as 
cute or imusmg. moreover, they left it to t!ie therapists to set limits 
on Billy activities I he parents' permissiveness toward Billy had a 
(ie(Kies> ettect on jofmny, as was evident one day in the game room 
when the boys had a dispute over tovs Mr S settled the dispute by 
sunimarily ordering )ohnny to give up his toy to Billy, and come sit 
with him and his wite Ih<' therapist used this lnclden^ to discuss 
ditteren(es in tiie tv[)es ot discipline the parents usc^d tor the iwo 
bovs the possibl- ine(UJities and the response of lohnny to these 
inequities 1 he S s .jgreed to allow Johnny to return to the game, and 
to set certain rules tor both bc^ys regarding hoic e ot tc^ys and cleaiv 
u() responsibilities m their future [)lay 

lohnnv himselt was the center of the most signituant episode of 
the sessions which the t[\<'raf>ists telt was the turning point m the 
I ^herapt'utic ()roc(^->s Dtjr'ng th*« tittli session, he burst out m anger. 
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this outburst startled every member of his family and proved quite 
useful m helping them to understand how he felt For some time, the 
family therapy sessions focused on the subject of Johnny s behavior, 
despite the therapists' efforts to redirect the focus, often, m mis- 
diiected attempts to help Johnny, they freely offered him criticism 
Until this time, johnny had remained relatively quiet, talking in mono- 
tones without looking directly at anyone, he had not protested when 
his father or younger brotl.er interrupted him On this day, we were 
discussing with )ohnny how he felt about his behavior being a con- 
tinual subject of conversation, suddenly he began a verbal barrage ot 
accusations He said he didn't like it, and that his parents uere al- 
ways talking to people about his behavior "Tney tell my 
grandparents,my uncle and aunts, and others" He ended in tears We 
asked the parents if they were aware that Johnny felt himself to be 
the subject of ridicule, when the father answered "yes," we asked v\hy 
they had done nothing about it The S's seemed shocked by their 
confrontation with Joh.iny's feelings, and had no reply, the mother 
was weeping After a pause, we asked if Johnny ever did anything 
good Betty volunteered a list of chores that he carried out responsibly 
around the house Eventually, we were able to demonstrate that there 
were good points about Johnny which could be the subject of conver- 
sation with family members, friends, and neighbors, and that johnny 
needed the reassurance of this kind of family support The parental 
response was positive, it was clear that this session had provided an 
important insight for thf?m 

Shortly after this episode, it was decided that my cotherapist, Ms 
Weathers, would meet with the parents separately from the children 
in order to discuss in greater detail their problems in handling the 
children Weaknesses in the disciplinary structure which continued cu 
involve delegating parenting responsibilities to Betty were dealt with 
by lengthy discussions in responsible parenting 

While the parents met with my cotherapist, the social worker, the 
children met with me in the game room Johnny was much more out- 
going m this setting, he particularl\ liked to draw pictures of comic 
strip and cartoon characters He and Billy engaged in a great deal of 
horseplay during these sessions, B(.tty seemed torn between joining m 
the play, or assuming ht r more adult role Di^^cLi^sion of attitudes or 
problems depended on events in tie children's play, for example, 
when they argued, the conflict was resolved through conversation 
Once again, care was taken not to focus specifically on the subject of 
Johnny's illness, when Johnny himself boasted of a weight gain on one 
occasion, I responded pleasantly but did not make an issue of it The 
children opened up \,^ the freer, more permissive atm osphere, they 
confided readily in me and w(»re more relaxed in their responses By 
the time thc^ entire family unit was reassembled, the rap[)c;rt had 
improved considerably 
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After a total of 11 sessions, the family felt it had passed the crisis 
and began to cancel appointments frequentiv The therapii>ts decided 
to terminate and leave the balance of care and attention to the 
pediatrician who had been kept informed of the family's progress 
During the next year, we heard that lohnny had gained weight, wa«^ 
doing well m school, was no longer shy, and had ceased to talk about 
body fantasies We believe that these improvements were due pri- 
marily to the familv's gaming a better understanding of the problem, 
the parents made greater efforts to communicate directly with their 
children, and to bolster lohnny's self-esteem, they also became less 
permissive with Billv and tried to relieve Betty of the adult parental 
role 

The fact that tamily therapy has been used infrequently in the 
MHPD IS partly because so many of the patients are from outside the 
District of Columbia, it is also true that local family members are not 
always able or willing to participate in therapy As the above descrip- 
tion demonstrates, family therapy requires flexibility on the part of 
the tamily as well as the therapists, in addition, family therapy for the 
deal usually presents problems in communication that are not present 
m group or individual psychotherapv In working with this family, for 
example, we tound that the combination of Billy's hyperactivity, in- 
fantile language, and clumsy tingerspelling made it difficult for him 
to communicate effectively with the adults, he was also prone to 
exclude his parents by using his voice Since the families of deaf 
patients usually include hearing members, and most families include a 
wide range of ages, therapists must be very sensitive to these kinds of 
communication barriers, and skilled at dealing with them 

Activity Therapies: Psychodrama and Dance Therapy 

As might be expect^^d, large numbers of patients in the MHPD take 
part in activity therapies designed especially for them (for statistics, 
see p table 4,) Patients with language problems are able to derive 
particular benefit from nonverbal forms of self-expression, such as 
darce therapy and art therapy, those who have suffered severe edu- 
cational deprivations make good use of occupational and educa- 
tional therapies, as well as vcjcational rehabilitation counseling In 
addition recreational activities in the MHPD are carefully planned to 
prc^mote d svn^v ut community and solidarity among the deaf popula 
tion, tor example, each summer, patients spend a week at a camp 
cipproximately K) miles from Washington where they can enjOy all 
types of sports and outdoor cutivities They may also enjOy sports 
during the w.iiter at the hospital, along with such special events as 
bus excursions and^ captioned films, this atmosphere contrasts 
markedly with the not so distant [)ast when deaf patients in large 
mental hospitals were virtually neglected 1 he emphasis in all the 
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activity therapies is to reduce the isolation of deaf ir^dividuals, to pro- 
vide t'^em with as many modes of communication as possible, and to 
encourage the development of their confidence and self-esteem, 
psychodrama and dance therapy exemplify these efforts 
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Psychodrama 

Psychodrama is one of the most popular and effective of the 
activity therapies (78 7 percent of all patients between 1964-1975 par- 
ticipated), and demonstrates well the manner in which a major treat- 
ment modality is adapted for deaf patients by the addition of sign 
language and fmgerspelling to the standard techniques Psychodrama 
can be equally effective with deaf patients of both high and low 
verbal levels due to the fact that patients can supplement sipned 
communications with pantomine and body actions, many deaf 
individuals are adept a* hese acting skills. Variations in sign language 
and fmgerspelling, though frequently significant, are not as crucial as 
in many of the other forms of psychotherapy since even a patient 
whose sign language facility is slight, or highly dialectical, can act out 
a concrete illustration of a feeling oi attitude When a withdrawn or 
low verbal patient finds that he can share his feelings through action, 
he frequently makes' a greater effort to communicate through 
verbalization, thus psychodrama often provides the bridge to 
relationships with othej people The experience of Mr R, a young man 
m one of our early psychodrama groups, is a case in point His 
response and that of other members of the group were described by 
Ms Lynette Clayton, one of the psychodramatists then at Saint Eliza- 
beths, and me in 1971 

When Mr R joined the group of about 18 members, he was ex- 
tremely withdrawn and socially isolated, his most intimate 
relationships were with things- tieeb, balls, animals Mr R's view of v 
the world was very narrow, as if he were looking through a distorted 
screen He spent a great deal of time in his own fantasy world, on 
occasion, in trying to act with the othei* patients, he would perceive 
them as monstrous forms ready to hurt or to mutilate him Since Mr 
R would not communicate verbally, it was decided to tty to approach 
htm through his own "language," that of his favorite objects 

Mr R was asked to act out his feelings toward trees, balls, and am-" 
mals, other patients, acting as auxiliarv egos, responded to Mr R s 
impressions and contributed their own Gradually, the real-life equiva- 
lents of Mr R's svmbolic language were uncovered, the auxiliaries 
helped Mr R to expand his perceptions For example, Mr R repealed 
ly pantomimed trees that were decrepit or damaged, sometimes the 
trees grew old and fell over, sometimes they were cut down bv beavers 
and fell into a river (During this same period, Mr R was drawing pic- 
ttires in which extremities were cut from the body) Oadually, the 
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auxihancs sititlrd tlv* ^•fnphcisis trom trees to people and began to act 
out a skit sfum.ng people growing old and dying, people feeling help- 
less in the midst o\ things going on around, [)eople being hurt and 
responding in anger Mr R was able to participate in this shift of 
emphasis, later when the group talked about the sequence, he was 
aUo willing to (ommi'mcate verballv, It onlv m a limited way Mr R's 
gams in ps\(hodrama were small but significant He was able to 
break awav trom his rantasies periodicalK m order to oarticipate, and 
became more verballv expressive, most importantly, he formed 
relationships vMth sc.ne group members ^ 

The role ot protagonist is not alvva\s consciouslv assumed as in the 
case ot Mr R sometimes sf)ontaneous interaction between patients 
takes its own course trom which a protagonist emerges On another 
occasion, Ms L a group member, arrived at the warm-up session 
angrv Her emotion was ap[)arent on hei .ace, she refused to sign and 
was relu( tant to )Oin the group Patients and staff were disrussmg job 
training >vith vocational rehabilitation: Ms I. was one ot two patients 
tn the ^fouf) who had recentU started this training, and she was not 
happ\ with !^ One ot the patients then accuse J Ms 1 ot stealing puz- 
zles whi(h acted as the catalyst tor her anger She starteo to sign, 
savin.; that she dul not like sorting dirt\ ( lothes at the service 
indu^trv would not (ontinue lol) training, and wanted a good )ob 
with decent pav As her excitement grc^w, she t^cgan to stamp the 
floor I he thera[)ist then came torwa-'d with an emptv chair with a 
jsfi.Mi! t'P It whii h was ()la( ed in the c enter of th(^ group use of these 
objects IS a psvchodrama technic|ue for channeling and focusing 
anger Members ot the grouf) who were generalK resentful of Ms 1/s 
behavior were asked to assume roles as auxiliaries and 7x out their 
reelings about Ms Is using th(^ chair and cushion, Ms L the 
protagonist was al o allowed to act out her anger in the same way 
Cradualiv the angr\ reelings subsided, and some patients made 
rri'^ndK overtures to \U I However, one individual still irritated, 
told her Stop all these things \ou are doing, they bother us'" which 
triggered another explosion in Ms L this time directed at the chair 
and cushion When she reestablished control over he feelings-sig- 
.jined by her replacing chair and cushion m their [)rof)er places- the 
group began to comment on her action Members admitted that Ms 
I s habitual behavior bother(d them, and that thev had accused her 
ot stealing as a wav of showing disapproval, since they knew she 
didnt realK take the puzzles Uentuallv thev recognized that Ms I s 
anger was ac tuall\ in response to group rejection, and that members 
ot the group had contributed to that days explosion v\'hen asked 
what It was about Ms I s behavior that was alienating, the patient^ 
said that her behavior was bizarre and reminded them ot sickness At 
this point, the psyc hodramatist directed that the rest of the session 
roc us on dcMHonstratmg images ot sickness and wellness-a way ot 

o Q ; 



s 



ERIC 



TRl AT\UNT IN THI MHPD 



help'Dt; tfu' (),iti"fit> tcUf [)\(ysv t('<irs in tln^nist'K t's which M:> L 
NC^Miu'd tu f^'prcst'iit IhiN \\u\)n\[,in{ thenu* f'merged trom the 

spoiitanrouN <ntrrat. tion ur tfu' v\<irm u[) si^ssion, tlio entire* episode 
was aUo \vr\ u>rt jI \n rtuiu; mt^ tfi^' tru tion [)t'tv\t»t»n M . I and tlie rest 
ot the i^roiifj 

UUeii-jmes tln'ra[>riitu t'ttrt ts in ps\Ji()dr<una arr less [)er( eptij:>le 
and t<ik»' ;)lai f (arr a tairK t-xtrnsKt' f)rriod ot time During 1969- 
IM^U ( ia\ton ki'[>{ rt'poits ot {)s\ ^ hodrama sessions in which she 
m;ulad\ p<irtK ipatcd with al)jut IJ })atients Reading tliese records 
(jn a ila\ to d<i\ [\Jsl^ one ruids nian\ significant ef)isodes hke the 
ofjeN |UNt d'eNiriiuHl [M<\iktfu(iughs une\pe( teii insigfits Hov\ever, 
\U ( l«iv ton aUw krp^ rt•<_^Jrd^ ot t h<inges in the ( hniate ot the grou^i 
t's})»H i«iiU in ft'^fJO^^^» to tilt* !o^s ot ti t^Miiih^ir member and tli^*^tr() 
du( tion ot an nvw (;ru' ()( < a^lo^^lil\ the niocht u rrfTon ot tlie 
r>\»Mi>ht'd group ptittrrn proved tu l)e netessar\ inif)etus to 
a»'H'n lof ^^^^M^' nifniix^rN as this no(r ot DeM'm[)('r ^, 1970 written 
ap;-!^ »x'Mtai<'' V ) vrar vUtrr ihr i^rouf^ v%vi> estabhsfird demonstrates 
i>\rra!l (hanut- in this ijroufj lias hren marked a> fiiort* 

propif v\liw r,i!itiii<ir with fhr v ofninuratv havr been add^'d It has 
intrrt'>t«'d ptoplt^ l.kt' / and Mr \ to f*'>p()nd m new wa\s v%hi(h 
art' not \t't rtah^^u and appropriatt* but n[iov\ m(Jti\ation to change 
I h*' uriit]. • < hrniiNfr^ of a [)^v ho(irtir>i<i session is nt»M'r f)re(h( tabh' 
}u^t {>s tlir tntf(j(!u( t on ot a nrw* t*iM' i <in generate new interest ifi 
>*)nit' I rrt iin tnpK N — ( itten dis( ou'rtMi l)\ aiu(irnt--ma\ c ause otluT 
To'-fTu ri\ f».*NMvf pjtirntN toM^pof^(' in adti!ti<»r^ mans p<itirnts t<ike 
tiiT.t' N> f)tH of^n' ii ( h!Tiat('(i to a ^oMa! sriting and to loosen up 
M-'M.^.gh u, h^fia'v*' Npoiitant'ou Ihu^ *he [)rncHt^ o\ psv ( liodrama 
Tor tfvl;vKiuai patit'f^N .trt' iK^t <5K\a\N tmine(htit(*K <i()[)arent tor somr 
I* a 1< )ng rafu;*' pr-' m ^-nn 



Dance Therapy 

\U 1 ^ • \o ir t'!d < ongt*n;ta!l\ drat trrna h ■ w ho ( (jmnuinicatcd 
b> -ij^i' lai'.L,u>im- and tl^g^^^^p('Nin^ Sfu' htid good abditv to use [ler 
voKr in Npo(M r\ })i(Hki( tion ^uit sfir seldom did Hit patUMit w<is 
ad^^^M♦Mi r.. tht'\lfHM) at s<iint I h/<a)et^l^ flosfatal attrr S vears ot 
fiONpitah/ation in a State mental liospital 

sfu- h«ul «i dittuuit 1 fiildfiood and when s[u» was in her mid teens 
slu' WtiN hoNpit*di/td b»' *iusr ot ^Atrmie nervousness lollowing lier 
tiospit«th/ation her adjustment was not good She began to laugh 
ujth<njt [)ro\. o( ation tor long pt^riods ot time and exercised poor 
judgment \iK [m'c onnng T>^erU iMendIv with men in the neighborhood 
<ind winNt<mtK seeking Minir <ittention The tamilv was unable to 
control her i)e( aus*' ot fier violent d(*stru( tiv(\ assaultive and 
lnper<i(tue [)e[iav lor withdravval l)i/<ure diifiking. and suicidal 
uie/jt.on On admission to S<unt I ii/abeths Hospital's MHPD, she 
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>hovved si^ns ut int.uit.U' rrgr^^ Her condition v^as diagnosed as 
sdn/ophrenK r^aUion, chroriu unditterentiated type On the ward 
her adiustment vsas ( harac tended by absence of significant peer 
relationships .uv* >ht' sp^'nt hmM ot her time napping, watching TV. or 
readme At imies >he woiAd ^taru! m on*^ place on the ward tor pro- 
longed periods 

Shi' was encAjragt'd to f)artiuf)ate in a variety of therapeutic ac- 
tiMties inrlud ng danct iierafn 'A her ^pe(la! c reative dance group 
was started tor a sfleUtHi group ot p. ents. she was among them 
Ihis vNas a small «roup ot vsomen vshc were selected bv staff and the 
dance therapist because ot thcMr e\[)«'rirnce and therapeutic consid- 
erations The n am goal ot .his spt . ud dance therapy group was to 
improvc> bod\ imagc> bv imprcning . oordmation, rhythm, dance skills, 
rlexibihty, and ^'onv cotration vshile t the* same time improving self- 
contidence bv taciutatrng sc^U-acceptance lo achieve a greater 
degree ot trredom o! movement and to get a better sense of body 
tmage and temininitv, the f)atients wore leotards and tights This 
dafice group was on a once-a-week basis, each session lasting about 1 
hour Th(> p.u'ents were permitted to introduce new movements and 
choreographv Ms 1 participated in this group for about 3 years and 
showed periods ot improvement Accordingly, she became more seir 
tontident and mitiated new movements She also began to show more 
spontane'tv m her behavior In spite of the effort in this procedure, 
together with many other torms of therapy, her improvement was not 
sustained The toregoing. however, is an example of how dance 
therapy is prescribed and carried out in an attempt to accomplish 
specitic goals tor individual patients whether done in small groups or 
larger groups or on an individual basis 

Behavior Modification and Somatic Therapies 

Behavior moditication has been usc^d very little in the MHPD, only 
n (M |-,0 patients have partitipated in this aspect of the program The 
tecnni(|ue used was that of positive reinforcement through token 
economies th.»t is, patients were provided tokens which could be ex- 
(hanged tor privileges or re^wards if they continued to engage m de- 
sired behavior In most cases, changes involved the assumption of 
responsibilities tor personal care and minimal ward duties (making 
one s bed, tor example) It was hoped that the external stimulus would 
motivate the patient to come out of himself enough to change, after 
which he would be in a good position to continue the behavior as a 
result ot internal motivations Several of the patients did show some 
sigmncant progress m then^ areas 

One hundrc^d patients ot the total MHPD patient population ot 150 
have received medication, this is the only somatic therapy that is 
administered regularly L lec ti^]^c]^vulsive shock has never been used 
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•n the MHPD, hvdrutherapv is prescribed only tnfrequently As was 
explained earht^i, the move away from shock treatments and 
hydrotherapy m mental health tacihtieb is general, and not restricted 
to the MHPD 

Aural Rehabilitation 

A special therapy offered to deaf patients by the Hearing and 
Speech Center of Saint Elizabeths in conjunction with the MHPD is 
aural rehabilitation The hearing of all deaf patients in the MHl ") is 
tested by audiologists, thanks to sophisticated techniques, it is even 
possible to test a deaf psychotic who hallucinates that he hears 
voices, and to distinguish this patient from a hearing psychotic who is 
feigning deafness When evidence shows that a patient can be helped 
to hear by amplification, he is fitted with a hearing aid Aural rehabili- 
ration is also helpful in deterpr .ng the extent to which auditory 
stimuli, such as speech, or loud music for dancing, may be used in 
patients treatment Thus, the work of auHiologists m the MHPD is 
important both diagnostically and therapeutically 

CHARACTERISTICS OF THE MHPD PATIENTS 

As a wav of summarizing the work and accomplishments of the 
MHPD, a varittv of statist'cal evidence is presented regarding the 
charactenstt«.> ot patients in the program through fiscal year 1975 and 
their most significant events Since its inception in late 1963, 150 
patients have entered the MHPD The rate at which the MHPD 
gathered momentum m its later years is illustrated by the fact that 
until fiscal year 1971, only 37 patients had been in the program while 
11 3 were admitted during the shorter period i^om 1971 through 1975 

The MHPD patients are almost evenly distributed between males 
(74) and females (76) Slightly larger numbers of females than males 
are from the North East and North Central areas The median age for 
males (27 1) is 3 5 years less than that for females (30 6) 

The voungest patient ever in the program is a vo'-Jth from Mary- 
land He was admitted to another division of the hospital in )uly 1974, 
ihghtly more than a month before his 11th birthday, and transferred 
to the MHPD the following )une While one patient in the program 
was 77 years old at the end of 197S and another died at age 80 that 
same year, the oldest at the time of admission vvas also a Marylander 
who was admitted at 55 years of age and discharged at 57 

Well over 50 percent of all admissions to Saint Elizabeths are diag- 
nosed as psychotic, and the bulk of those are schizophrenic The 
criteria for screening patients for the MHPD preclude the ^election of 
a group which is reprc sentaiive of either a total deaf population or a 
total mentally til population Yet it seems worth noting that although 
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40 ot [hv 44 patU'fUs m the MliPD diagnosed as psychotic^ on first 
admission vNere schi/ophrt»nic. tht' entire psvdiotic group was only 
about 30 percent ot the grand total And while situational 
disturbances account tor about only 2 percent or all admissions to the 
hospital thev accounted tor percent ot the diagnoses on rirst ad- 
mission tor MHPD patients 

Noticeable also wa> that almost twice as many remales as males m 
the program were diagnosed as neurutic, and more than 3 times as 
many males tlian females were considered having personality 
disorders This is true despite the fact that the total male to female 
ratio IS almost 50 50 

At the end or nscal vear 1975, 45 females compared to 33 males 
remained on the roll*. And even though tlie median length of time on 
the rolls was 1 year more tor temales (2 7) than tor males (1 7) 20 
percent ot the females had been on the rolls less than a year as 
compared to more than ^6 percent of the males 

While MHPD temales stay on the rolls longer than males, the data 
show that one sex is about as likeiv as the other to get out of the 
hospital Ibv either discharge or convalescent leave placement] within 
3 months after admission Forty-three males were in residence less 
than 3 months before their first discontinuation as opposed to 46 
temales These numbers are 57 percent and 61 percent respectively of 
the total males and temales ever in the program However, since a 
larger number of males than females is released within 3 to 6 months, 
the percentages of tirst discontinuations in less than 6 months are 
reversed (70 percent tor males and 66 percent for females) 

Mthough some patients remain in residence tor great lengths of 
time, others never become inpatients There are 36 MHPD patients 
who. at least tor their first time on the rolls, went immediately to 
outpatient status without ever spending a night m the hospital Some 
of these patients had inhospital stays on later dates, either because 
thev came in subsecuic^ntly during that first enrollment period, or after 
a discharge and readmission But there are those who have been ad- 
mitted as outpatients, were discharged from outpatient status, and 
still remain off the hospital rolls 

Fifteen males and 18 temales were m residence at the MHPD on 
}une. ^0. 1975 At that time two patients of each sex had been m 
residence continuously tor 5 years or more One resident patient was 
admitted to Saint Flizabeths at the age of 2tt, long before the start of 
the MHPD She was transferred into the MHPD, but has been in 
residence continually since her admission in April 1943 In fact, her 
only time outside the hospital was 4 days temporary leave in 1966 
The median age of males in residence (19 3) is in sharp contrast to the 
32 5 years for females 

There is a considerable difference, too, between the median age for 
the total resident patients (22 8) and that for total outpatient '31 0) at 
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the end ot tistal year 197^) However, the difference in ages of nr>ale 
and temale outpatit^rS \> not nearly so great (median 29 5 and '31 7 
for males and females respectively), and there were only two males 
for every three females on outpatient status 

MHPD patients have had 173 admissions, 23 of which were read- 
missions More than three out of four of those readmissions were 
nnales Since, as mentioned previously, females remain on the rolls 
about a year longer than males, on*^ is led to wonder whether or not 
males might benetit f-rom more time on the roils 

There has been a total of 90 discharges from the MHPD Although 
there liave been two more females than males in the program, about 
61 percent of all discharges were males The condition on discharge 
for 68 6 percent of the 35 female discharges was either recovered or 
improved, but only 54 5 percent of the 55 male discharges were 
judged to have done so well Again, questions are raised Are more 
males discharged as unimproved because they ire less tolerant than 
ternales ot the program and consequently more apt to leave against 
medical advice' Are more males discharged as unimproved because 
they have received maximum benefit from the program despite their 
unimproved condition*' Perhap:* neither of these i:> true and there is 
some other explanation for this phenomenon 

The Mngle most used treatment program is psychodrania One 
hundred eighteen ot the total MHPD patients have had psychodrama 
at sonr.e time Recreational therapy, excluding art therapy, runs a 
close second with 117 patients having been involved The least used 
treatments by far are family therapy (16 patients) and behavior modi 
fication f8 patients) The geographic distance between many of the 
patients and their families may be the reason that family therapy is 
not used more extensively 

The age at which 17 patients in the program became deaf is 
unknown Of the remaining 133, almost 59 percent were born deaf 
and more than 23 percent were deaf betore the age of three Thus, 
about 82 percent of the patients who have been in the MHPD had the 
disadvantage ot being not only deat, but of being prelingually deaf as 
well 

The great maionty ot the patients have no family history of deaf- 
ness Here family is defined as including mother, father, and siblmgs 
only There are 42 patients for whom family history of deafness is 
unknown, but of the other 108, over 83 percent have no history 
Twelve patients have at least one deaf sibling, and three had mothers 
and fathers who both were deaf It probably !s coincidental that more 
females than males had no history of deafness in the family 

None of the patients less than 25 years old on first admission was 
married at that time Of the total patients, 30 had been married, but 
12 were either separated or divorced and two were widowed txactly 
four times as many females as males had been married, and not sur- 
^-"^ngiy, both those who were widowed were females 
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fhf higbfst k'vei ot education completed at the time of first ad- 
miss»un IS unknuv%n lor 20 patn^nts o\ the progrcjm [he record tor the 
remainmg 130 is impressive More than 50 percent of them had 
completed 12 grades of more Females were somewhat better edu- 
cated than males This is illustrated b\ the fact that the median 
number ot grades completed is more than one and one-half grades 
higher tor them (11 8) than for males (10 2) In fact, almost 58 percent 
ot the temales had completed 12 grades or more compared to just 
Over 42 percent tor males 

Tables 1-15 summarize these data on patients in the MHPD 
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Table 1. Patients in the MHPD Fiscal Years 1964-1975 
by^>^rea of Residence, Age, and Sex 



Age 
(years) 

All patients 

' Less than 
13 

13-n 

18-44 
45-64 
65 & over 

Male 

Less than 

13 
13-17 
18-44 
45-64 
65 & uver 

Female 
Less than 

13 
13-17 
18-^14 
• 45-64 
65 Si over 



Total no. 
of patients 

J 50 

3 
26 
108 
13 



74 

3 
17 

48 

6 

76 



9 
60 
7 



D.C. 
32 

1 
4 
21 
6 

// 
I 

3 

10 
3 

15 



I 

11 

3 



Area of residence 



North East North Central 



South 



22 



1 

15 



13 



4 
9 



23 



3 

20 



W 



13 



1 

12 



67 
2 

12 
48 
5 



34 

2 

9 
21 
2 

?3 



3 
27 
1 



West 



Unknown 



ERIC 



Patient characteristics ar^ those at time of Tirst admission. 
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Table 2 Patients in the MHPD, Fiscal Years 1964-1975 
by Period of First Admission and S tate of Residence 



Slate ot 
Residence*' 



Total patients - Prior lo F.Y. 1971 



Per iod of first a dmission 

F.Y, 1971 thru 
F.Y, 1975 



Number Percent Number Percent Number Percent 



All putienfs 




IQCO 


37 


n C 


32 


21.3 


20 


\orth Lost 


2? 


14.7 


2 


Connecticut 


1 


0.7 






1 

»t 


2 7 




^ V W J V 1 ?v » 


2 


1 3 




Now York 


4 


2.7 




Pcnn^^ iva.iUi 


1 1 


7 3 


) 


\orih CentfJi 


23 


J 5.3 


/ 


IHinois 


1 


0 7 




1 ndiana 


3 


2 0 




jowa 


3 


2.0 




Kans<iS 


1 


0 7 




Michigan 


2 


1.3 


] 


f\Ji>hr AcL ,1 
1 Nlr L'i <l 7r\t| 


^ 


2.7 




Ohn^ 


8 


5.2 




Wisconsin 


I 


0.7 




South 


67 


44.7 


12 


L/v ItT W(ii V 


1 


0.7 






2 


\3 


\ 




] 


0 7 




Maryland 


29 


19,3 


6 


North Carohna 


^ ^ 4 . 


2 7 




,>ouin«Vxar* ♦t'lia 


1 


0.7 




1 ennt'sstv 




io 


1 


1 e\.i-> 


\ 


0 7 




Vir^?in»a 


n 


14 6 


4 


West Virginia 


\ 


2.0 




West 


4 


2 7 




Cahtornia 


1 


0.7 




Utah 


1 


0.7 




VVashmgton 


2 


1.^ 




Unkpown 


2 


1.3 





ERIC 



♦At time of first admission. 
94 



100,0 

54 i 

5,4 



5.4 

2.7 



2.1 



32 A 
2.7 
162 

2 7 
10.8 



//5 
/2 

20 
1 

4 
2 
4 

9 

22 
1 

3 
3 
I 
I 

4 
8 
I 

55 
1 

I 

1 

23 
4 
1 
2 
I 

18 
3 

4 
1 
I 

2 



/0,6 

17.7 
0.9 
3.5 
1.8 
3.5 
8.0 

19.5 
0.9 
2.7 
2.7 

0.9 
0.9 
^ S 
7.G 
0.9 

48. 7 
0.9 
0.9 
0.9 

20,3 
3.5 
0,9 
• I.S 
(/.9 

1 5.-; 

2.7 

3.5 
0.9 
09 
1.8 



Table 3. Patients in the MHPD, Fiscal Years 1964-1975 
by Age, Diagnosis, and Sex 



Most urgent 
diagnosis* 



Total no, 
of patients 



Under 13 



All patients 

Psychosis 

Asso. with brain ^ynd. 

Not asso. with brain synd 
Neurosis 

Personality disorder 
Sex deviation 

Transient situation disturbance 
Behavioral dis. ot childhood adn|. 
Mental retardation 
All others 

Male 

Psychosis 

Asso. with brain synd. 

Not asso. With brain synd. 
Neurosis 

Personality disorder 
Sex deviation 



150 
44 

44t 
25 

9 

1 

52 
2 
2 

15 

74 

22 

22 
9 
7 
I 



13-17 

26 

4 

4 
2 



16 
1 
I 

2 

17 



^ge (years) 
18-44 



W8 

31 

31 
21 
8 
1 

34 
1 

12 

48 
IS 

15 
7 
6 
1 



45-64 

13 

9 

9 
2 
1 



65 & over 



73 
m 
> 

m 
Z 



2 

X 

o 



ERIC 



Table 3. Patients in the MHPD, Fiscal Years 1964-1975 
by Agv% Diagnosis, and Sex-Continued 



Most urj^ent Tola! no. Ak^ (years) 

diagnosis* of patients Under 13 13-17 18-44 



Transient situation disturbance 


ZJ 


1 
1 


i u 


1 1 


Behavioral dis. oi childhood (\ acioi. 


1 
1 


1 
1 






Mental retardation 


1 
1 




1 
1 




All others 


1 A 
lU 


1 
1 


1 
1 


Q 
o 


Female 


/O 




o 

y 


1/1/ 


Psychosis 


22 


- 


1 


16 


Asso. with brain synd. 










Not asso. with brain sy nd. 


22 




1 


16 


Neurosis 


16 






14 


Personality disorder 


2 






2 


Sex deviation 










Transient situation disturbance 


29 




6 


23 


Behavioral dis. of childhood <& adol. 


1 




1 




Mental retardation 


1 






1 


All others 


5 




1 


4 


♦Patient characteristics arc those at time of first admission, 


diagnosis 


is the most urgent at that time 



tincludcs 40 schizophrenics, 10 of whom arc paranoid type, 

ERLC ^ 



Table 4. Patients in the MHPD, Fiscal Years 1964-1975 
by Use and Type of Treatment Program 



Treatment 
program 



Toial 
patients 



In at 
sometime 



Never 
in 



No. 



Percent 



No. 



Percent 



No. 



Peicent 



Unknown 



No. 



Individual therapy 


150 


100.0 


86 


51.3 


61 


40.7 


3 


Group therapy 


150 


100.0 


56 


37.3 


91 


60.7 


3 


Individual psychotherapy 


150 


100.0 


80 


531 


67 


44.7 


3 


Group psychotherapy 


150 


100.0 


98 


65.3 


49 


32.7 


3 


Family therapy 


105 


100.0 


16 


10.7 


131 


37 3 


3 


Aural rehiibtlitation 


ISO 


100.0 


73 


48.7 


76 


50.7 


1 


Educational therapy 


150 


100.0 


64 


• 42.7 


84 


56 0 


2 


Industrial therapy 


150 


100.0 


49 


32.7 


99 


66 0 


2 


Occupaiional thor apv 


150 


100.0 


91 


60.7 


56 


37.3 


3 


Vocational rehabilitation 


150 


100.0 


65 


43.3 


82 


54.7 


3 


Psychodrama 


150 


100.0 


118 


78 7 


29 


19.3 


3 


Dance therapy 


150 


100.0- 


85 


56.7 


62 


n.3 


3 


An therapv 


150 


100.0 


no 


73.3 


37 


24.7 


3 


Other recreational therapv 


150 


100.0 


117 


78.0 


30 


20.0 


3 


Behavu»r modi heat ton 


150 


ioo.o 


6 


5.3 


140 


93.4 


2 



Percent 



2.0 
2.0 
2.0 
20 
2.0 

0.6 
1.3 
1.3 
2.0 
2.0 

2.0 
2.0 
2.0 
2.0 
1.3 



Medication 

Other psychological therapv 

— 

ERIC 



150 
150 



100 0 
100.0 



100 
80 



66.7 
53 4 



47 
68 



31.3 
45.3 



2.0 
1.3 



Table 5. Patients in ihc MHPD Fiscal Years 1964-1975 
by Age at Onset of Deafness, » amily History , and Sex 



Patient age at on^ct ot deafness 



FamiK 

history < ^ deainess 



All paticnh 

None 
Muther 
Father 
Siblings 

Mother falhei 
Mothcf v< sihim^iN 
Father MbiifijiN 
Motruf \ ithof ^ Mbi»(i^N 

Malt 

M.»tht r 



lotal no 
ol patients 

/SO 

90 
i 

2 

12 



42 

M 
\ 

-> 



Birth 

7S 

47 
1 

2 
10 



i6 

36 



Under 

3yr 3oyr. 6-11 yr. 1218vp. 



17 
I 

2 



24 



7 

n 



19yr. . 
over Unknown 



2 
2. 



/7 
3 



12 
12 
2 



ERIC 



^iblings 

Mother & father 
'Kloitwr &^sibling^ 
Falhc & ^It^Ungb 
Mother, falher/X siblings 
Unknown 

Female 

Nunc 
Mother 
Father 
Siblings 

Mother taihtn 
Mother ^ sihhri^s 
Father t< siblings 
Molhor, father \ sii)l.ni;s 
Unknown 



4 I 
7 / 
6 1 



I 

2 
I 



i 



Family 

history of deafness 

Aff patients 

, None 
Mother 
Father 
Siblings 

Mother & father 
Mother & siblings 
Father & siblings 
Mother, father, & siblings 
Unknown 

Mafe 

None 
Mother 
Father 
Siblings 




Table 6. Patients in the MHPD, Fiscal Years 1964-1975 
by Marital Status, Family History, and Sex 



Total no. 
of patrenls 

/50 

90 
I 

2 

12 

3 



42 

74 

V 
1 

2 
7 



Single 

lie 

69 
1 
2 

10 

2 



32 

66 

32 
1 
2 
7 



Marital status 



Married 



!6 
II 



Separated/ 
Divorced 



12 
9 



3 
2 
2 



111 



Widowed 



2 
I 



Unknown 



C 
c 

2 
C 



z 
o 

tn 

Z 
> 



Mother & father 
Mothe«- Si yblings * 
Father & siblings 
Mother, father. & bibhngs 
Unknown 

Female 

None 
Mother 
Father 
Siblings 

Mother & father 
Mother & siblings 
Father Si sjbhngs 
Mother, father. <& sibhngs 
Unknown 



2 2 



25 22 I 

76 50 12 

53 37 8 

5 3 1 

I - 1 



I 

17 10 



Note Paticni ch^uactensucs aro tho<>c M time of first admission. 



2 



JO 
1 



2 
I 




O 
c 
z 
o 



Age 
(years) 

All patients 

Less than 

18 
18-20 
21-24 
25-34 
35-44 
45 & over 



Total no. 
of patients 

ISO 



29 
25 
26 
35 
22 
13 



Table 7. Patients in the MHPD, Fiscal Years 1964-1975 
by Marital Status, Age, and Sex 



Single 



116 



29 
24 
26 
22 
9 
6 



Marital status 



Married 



16 



Separated/ 
Divorced 

12 



Widowed 



Unknown 



z 
o 

z 
> 

o 
c 
z 
o 



o 
o 



Ma/e 



4 



Less than 
18 

18-20 
21-24 
25-34 
3544 
45 & over 

Fenxi/e 

Less than 

18 
18^20 
21-24 
25-34 
35-44 
45 & over 



20 20 

15 .5 

13 13 

17 12 I 

3 2 I 

6 4 2 

76 50 J 2 



9 9 

U) 9 

n M 

18 10 4 

19 7 6 
7 2 2 



Note Piilicni chara«.icristics atf those ,it linic ol tirsi- adrrussion 



4 

4 



Table 8. Patients in the MHPD, Fiscal Years 1%4.1975 
by Education, Age, and Sex 



Highest level of education 



Age 
(years) 



All patients 
Less than 

13 
13-17 
1844 
45^4 
65 & over 

Male 
Less than 

13 
13-17 
18-44 
45-64 
65 & K vcr 




Total no. 
of patients 



None 
Ungraded 



Under 
6lh grade 



ISO 

3 
26 
108 
13 

74 

3 
17 
48 

f> 

76 



9 

60 
7 



// 

2 
2 
6 
1 



2 
1 

6 



Grades 
6-8 



16 



Grade 
9 



16 



II 

4 



I 

4 
3 



Grades 
10-11 



17 



3 
13 
I 



5 
I 

10 



2 
8 



Note: Patient characteristics arc those at time of first admission. 



11;> 



Grade 
12 



27 



1 

23 
3 



19 



I 

15 
3 



Over 

grade 12 Unknowr> 



39 



38 
I 

17 



16 



22 



22 



20 



9 
II 



15 



1 
8 



) 
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Table 9, MHPD Patients on the Rolls June 30, 1975, 
by Sex and Time Since Last Admission 



Time since 


All 






last admission 


patients 


Male 


Female 


All patients 


78 


33 


45 


Less than 6 months 


18 


10 


8 


6-1 1 months 


3 


2 


1 


1 vear 


16 


7 


9 


2 yctirs 


8 


2 


6 


3 years 


12 


4 


8 


4 years 


D 


1 
1 


c 


5-9 years 


9 


5 


4 


10-14 years 


1 




1 


15-19 years 


I 


1 




20-24 ^ cars 


1 




1 


25 vears and <>vor 


3 


1 


2 


Median years 


2.2 


hi 


2.7 



in, 



ERIC 



105 



Length of 
time in 
residence 



All patients 

Under 6 months 
6-11 months 

1 year 

2 years 

3 years 

4 years 

5 years '^ver 

Male 

tjnder 6 months 
6-1 1 months 



Table 10. MHPD Patients in Residence June 30, 1975, 
by Age, Time in Residence, and Sex 



"1 oial no. 
of patients 



33 

18 

3 
5 

2 
1 
\ 

IS 

9 
I 



Under 
18 



Age (years) 



18-24 



25-44 



10 
8 

I 
1 

6 
5 



2 
i 



45-64 



65 & 
over 



7 



o 
c 

Z 

o 



z 
o 

v> 

z 
> 

O 
c 
z 
o 



O 



ERIC 



1 1 i 



1 ye<tr 


3 


2 




4b y vui > 








3 years 








4 years 








5 years & over 


2 




I 


Female 




3 


4 


Under 6 months 


9 


2 


3 


6-1 1 months 


2 






1 year 


2 






2 years 








3 years 


2 


1 


1 


4 years 


1 






5 years & t)vor 


s 







Note Length ot time is (or the current residentid! stay only. 



lib 

ERIC 



1 




i 



Table 11. MKPD Patients on Outpatient Status June 30, 1975, 
by Age, Time in Outpatient Status, and Sex 



Length of lime 
in outpatient 
status 








Ase (years) 






Total no. 
of patients 


Under 
18 


18-24 


2544 


45-64 


65 & 
over 


All patients 


45 


3 


// 


26 


c 

J 




Under 6 months 
6-1 1 months 

1 veiir 

2 years 

3 years 

4 years 

5 years & over 


9 
6 
15 
9 
4 
2 


2 
1 


4 
3 
3 
1 


c 

J 

3 
9 
7 
1 
1 


1 

3 
1 




Male 


IS 


3 


4 


8 


3 




Under 6 months 
6-1 1 months 


2 




2 
1 


1 
1 







o 

c 
z 
o 



z 
o 

Z 

> 

o 

C 

z 
o 



O 

70 



ERLC 



1 

1 year 


4 


2 




2 years 


5 


1 


t 
1 


J years , 


2 






4 years 


2 






^ vp^ir^ A over 














7 


Under 6 months 


6 




2 


6-11 monihv 


4 




2 


1 year 


1) 




3 


2 years 


1 






3 years 


2 






4 years 








5 years ^ over 









Nolo Length of time is for tfie current outpaUcnt slay onfy 



Ui) 

ERIC 



1 

3 
1 
1 



18 

4 
2 
8 
4 



Table 12. MHPD Admissions by Fiscal Year 
Periods, Age, and Sex 



fiscal Year Period of admission 



Age* 


1 ol.il no. 


Pnor to 


1964 thru 












(years) ^ 


o\ patients 


1 964 


1970 


1971 


1972 


1973 


1974 


1975 


/iff puiitnis 


/ / J> 


in 


JO 


/ 7 




90 


?7 




Less than 1 ^ 


3 


1 






1 






1 


13-17 


27 


1 


2 


1 


6 


^_ 5 


7 


5 


1844 






24 


12 


18 


^^24 


19 


21 


45-64 


20 


\ 


10 


4 


I 




1 


1 
1 


65 <& over 


















Male 


92 


/ 


22 


7 


13 


/5 


U 


16 


Less than 1 3 


\ 


\ 






1 






\ 


13-17 


18 


1 


2 


1 


2 


4 


5 


3 


18-44 


50 




12 


% 5 


10 


11 


6 


12 


45-64 


1 2 




8 


1 






1 




65 <& ovei 




















SI 


3 


• 


10 


/ 3 


14 


/5 


12 


Less than 1 5 


















13-17 










\ 


1 


2 


2 


1844 


M 


2 


12 


1 


8 


1 ^ 


1 \ 


9 


45-64 


8 


1 


2 


3 


i 






1 


65 & ovcj 



















o 

c 
z 
o 

z 
o 

z 
> 

to 

o 

c 
z 
o 



o 

73 



121 



Table 13. MHPO Discontinuations, Fisc..! Years 1964-1975 
bv Age, Length of Stay, and Sex 



Age tiiuc of (.lisconlinualioii 



Length 
of stay 



All patients 

Less than ^ nl(ulth^ 
3 to 6 months 
6 monthN to I \ t ir 

1 to 2 VtMfs 

2 to ^ VvMIS 

3 to 4 

4 to S vt'ars 

5 years ^ over 

Male 



I <*tai no 
of palJcUs 



Urulcf 
1 \ 



M !7 
/-> 
i ! 



18 4 1 



()0 
S 



I 



4S^(,.1 

// 

8 
I 
i 



6S 

ovi'l 



2 
m 

z 



Less than ^ r>ionifis 
3 to T) niorUlis 



ERIC 



^( ontnuHul on n('xt p<imr 



12^ 



Length 
of slay 

6 months to 1 year 

1 to 2 years 

2 to 3 years 

3 to 4 years 

4 to *» years 

5 years & over 

Female 

Lcss^iiwrTl months 
34o 6 months 

6 months to 1 year 

1 to 2 years 

2 to 3 years 
3. to 4 years 

4 to 5 years 

5 years & over 



fable 13. MHPD Discontinuations, Fisca! Years 1964-1975 
by Age, Length of Stay, and Seu-Continued 



f otal no. 
of patients 

I 



1 

3 

S8 

46 
4 
6 
I 



Untlcr 

n 



Age at lime of discontinuation 



13-17 



18-41 
1 

1 
I 

48 

39 
3 
4 
I 



Note A discontinuation is a convalescent leave placement or a discharge from residence. 
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4S-r>4 



1 

4 

I 



65 & 
over 



Table 14. MHPD Separations, Fiscal Years 1964-1975 
by Type, Age, and Sex 



Type of separauon 



Age* 
(vcafs) 



'Ml patients 
Loss ih »n 

1 ^ i 
{S U 

4s«>; 

Male • , 

Less than 

13 
13 17 

6^ & over 
f emale 



Iota) 



94 



8 
71 

I 



43 
<) 
1 

?6 



Discharge 



Dealh 



AM 



90 



8 
()8 
14 

S5 



5 
41 
9 



Trom r • om 

residence outpi. status All 



54 



42 

7 



J7 
9 

2 

28 
7 

/7 



7 



3 

n 

2 



In 

residence 



On 

ouipt. status 



7 



Less than 

n 

,-m7 
1844 
4S.(>4 



3 
28 

5 
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27 
S 



3 
14 



n 



Fi!>cal year 
period 



All patients 

1964-1966: Phase I 
1967-1970 Phase 2 
1971 1975. Phase 3 

Male 



Table 15. MHPD Discharges, Fiscal Years 1964-1975 
by Condition, Period, and Sex 



Total n<\ 
()t patients 



90 
1 
70 

55 



Ron)vefed* 



16 

2 

2 

12 



Condition on discharge 



Improved 
38 
1 

11 

27 

2/ 



Unimpioved 



No mental 
disorder 



30 



3 
27 

20 



Unknown 



2 
4 



o 
c 
z 
o 



z 
o 

z 
> 

o 
c 
z 
o 



o 



1964 1966, Phau* I 
19671 970 Ph.\sc 2 
197.1-1975 Phase 3 



2 
II 

3^) 



3 

17 



Female 



i5 



17 



10 



1964-1966' Phase 1 1 
1967-1970. Phase 2 4 
1971-1975 Phase 3 30 



--^ -^^^Judes 1 socially recovered male in phase 3. 
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CHAPTER 4 

Training and Research 
in Mental Health and 

Deafness 

TRAINING P^?OGRAMS IN THE MHPD: 1963-1975 

[host* m the nn»nttil health tield who plan to v\ork in programs ot 
prevention and treatment ot ntental health problems ot ileat people 
should consider availmg ttiemselves ot ample trammg Not only 
should the prospective wurker (Kquire appropriate communication 
skills, but he or she shcnild also acquire knowledge of [h? litestvl^' ot 
tleat people and the psvchoso lal implications of deatness In addi- 
*ifc»tion, he should obtain practkal experience m de^llmg vvath mental 
health problems ot deat people under appropriate supervision Of 
course appropriate indoctrination in tht^ behavioral sciences is a 
prerequisite tor anv trainee embarking oh training in the* mental 
health aspects ot deafness 

Training is an intrinsic p.ut ot the deli\er\ ot services m the mental 
health tield Accordinglv one ot the mandates ot Saint Mi/a^eths 
Hospital IS to provide training at the preservice and the inservice 
levels [he MHPD reflect^ the hospital's training role in preparing 
men and women to w^rk with the mental health problems ot deaf 
people In c)rder to describe the kinds ot training provided by the 
MHPD, It IS convenient to reter to tive ma)or categories ot trainees, 
namelv statt members ot the hospital whu decide to jom the MHPD 
on a part- or tull-time basi>, hospital trainees who are participating in 
internships or residencies in spec itic disciplines such as psvchodrama 
or psvchiatrv and who wish to learn to adapt their disciplines to the 
needs ot deaf patients, co»»ege students who wish to satisfy the cur 
ruulum rec^uirtments ot their rc*spective instuutions ot higher learning 
through practicums, staffs ot mental health facilities. State agencies, 
and schools who study and observe the MHPD as preparation for the 
estdblishment ot similar programs at their respective home bases, or 
who wish to iearn techniqces ut preventing mental illness in \ouths, 
and volunteers from the community who donate time m order to 
become actively involved m providing services to deaf individuals 
The wide spectrum ot training programs otfered by the MHPD is de 
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Signed 10 promote growth in the field of mental health and deafness 
bv attracting competent persons both deaf and hearing of diverse 
backgrounds and talents 



Training the Staff at Saint Elizabeths 

Since early 1%4, special training facilities m sign language and 
fingerspellmg have been ' provided tor interested staff at Saint 
: Elizabeths Hospital Fhis training is available to staff at all levels, 
S'.ch as psychiatrists, social workers, nursing assistants, and per- 
sonnel ot other categories In some instances, training in cooperation 
with Cailaudet College is e-ranged Staff members take advantage of 
orientation lectures and/or course offerings at the college in order to 
acquaint themselves as fully as possible with the world of deaf 
people By the end of 1975, approximately 400 staff members had en- 
rolled in training in manual communication at Saint Elizabeths 

On-the-iob training is sometimes concomitant with classes m sign 
language and fingerspellmg, though it is more usual for a staff 
member to achieve at least a m'r..mal level of competence before 
beginning work with deaf patients As chapter 3 demonstrated, there 
are special problems which attend the adaptation of regular treat- 
ment modalities to deaf individuals, on-the-|ob training allows workers 
to deal with these problems directly, and to learn therapeutic tech- 
niques already proven to be effective Some of the hospital staff 
members who volunteered early for the training program now work 
full time in the MHPD, other staff members contribute a certain num- 
ber of hours each week to therapeutic work with deaf patients 

Beyond this, staff members of MHPD may participate in a variety 
of inservice training programs of the hospital m accordance with their 
qualifications and needs 

Training Interns and Psychiatric Residents 

>ome stipended trainees at Saint Elizabeths in disciplines as varied 
as psychiatry, clinical psychology, chaplaincy, psychodraina, dance 
therapy, recreational therapy, and occupational therapy have worked 
,n the MHPD as a part of their training program Nonstipended 
trainees who worked m MHPD include students in social work, 
nursing, rehabilitation counseling, and other categories All of those m 
formal training at Saint Elizabeths must satisfy the training require- 
ments ot their respective disciplines For those who wish to learn to 
work with deaf patients while satisfying these requirements, the 
hospitals training division and the MHPD have been able to arrange 
jointly the trainees' schedules to allow a portion of the training period 
to be spent in MHPD In other words, training can be tailored to 
meet the needs of the tramee All such trainees are under the main 
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supervibjon ot statt ot their prmidrv dibciplmes tn collaboration with 
the staff ot the MHPD 

The tollowmg is ar account ot a psvchiatric resident's evaluation of 
a 1 vear training experience in the conduct of psychotherapy with 
dear patients 

During the time in which I worked with the Deaf Patients here at 
Samt Elizabeths Hospital, I made the following general observations 
i1) There was rrequent U')age of the lack of expertise on the part of 
the therapist as a weapon to ventilate hostility This was mani- 
tebted bv a tendency at times to fingerspell extremelv rapidly or 
bv refusal to u^e the voice as an adjunct durir»g moments of 
overt anger In most instances, an acknowledgment of the ob- 
stacle to communication because ot this factor resulted m an 
intensification of resistance Thus, it was learned eventually that 
this problem was best overcome by tacit approval of the patient's 
privilege to communicate in whatever manner he deemed appro- 
priate during moments of stress 
(2) There was greater difficulty m establishing rapport with male 
patients than with female patients The difference was even more 
striking when deaf males were compared with normal males 
Seemingly, not only did they view a female in the position of an 
atithontv figure as a threat, but the added attribute of her hear- 
ing ability tended to accentuate this threat This resulted m 
numerous d.scussions concerning marriage m which the deaf men 
usually voiced their preference for deaf women as potential mates 
Fncouraging them to view the male-female relationship as be- 
ing one in which the individuals support or complement each 
other rather than compete with each other was useful in alleviat- 
ing to some degree the negatue feelings in this area However, it 
was detrimental to the therapeutic process to mention the reality 
of the advantages to the team when at least one of the members 
IS able to hear 

(3j Fellow patients ot lesser abilities, especially in the usage of finger- 
spellmg and, or sign language, were often treated :n a conde- 
scending manner This resulted at times in attempts by the more 
intelligent and versatile individuals to engage m discussions which 
excluded other group members It was then up to the therapist to 
bring the other members into the discussion This was done not by 
confronting those who attempted lO exclude the others, but rather 
bv asking those excluded to txpress their opinions or ideas about 
the subject matter which ^as being discussed 

(4) I noticed in general a feeling of hopelessness which was more 
prevalent than that which I've observed m hearing patients with 
comparable illnesses it appeared that because the individuals 
had a tendertcv to view their emotional illness as being primarily 
related to deafness and the resulting obstacles in communicating, 



ERIC 




117 



S(X'NO MINDS IN A SOUNDUSS WORLD 

their illness was deemed incurable Subsequently, there was tar 
less ot the usual enthusiasm to leave the hospital It was then 
helprul to point out the tact th.U one is not hospitah/ed here 
because ot deatness but because ot emononal problems It was 
then iisetui to encourage them to talk about their lives prior to 
their coming to the hosp.tal in an attempt to have them evaluate 
their lives when only deatness was an important issue with them 
' c^s opposed to the added probl(>m of superimposed mental ill- 
ness 

(5) Because of the tendency to view deafness and its sequelae as the 
primary problem, the "hearing world" was viewed as a hostile 
enemy which meant that the patients often expressed the feeling 
• that most of their misfortunes, including hospitalization, were the 
result of their handicap rather than their emotibnal illness Again, 
. when appropriate, it was useful to have the patient talk about his 
experiences in life prior to the onset of overt emotional conflicts 
and subsequent hospitalization This served as a further reminder 
ot rhe tact tha: deafn*^ s was compatible with a kind of life much 
ditterent from that experienced in the hospital 
(bi Understan^i^^iV. the ready-made defense of deafness presents a 
ma'ior obstacle in attempting to encourage the patients to talk 
about their emotional conflicts which may or may not be related 
to their inability to hear He^^.d^O^^^by contronting them with the 
reality or the many ^at indivic^Sls'who lead emotionally healthy 
and productive lives, they were gradually lett to search for other 
reasons as being r<«i^onsible tor their illness and subsequent hos- 
pitah^M^on' ^"^k^'^- 
All traineetin the MHPD receive traming ranging from classes in sign 
^ language and tingers()elling to experience in che«r specialities with 

de.:i patients In order tor a training program to warrant a stipend 
paid by the hospital, it must meet certain specitic standards of the 
particular discipline and must be accredited or recognized by an ap- 
propriate organization However, nonstipended programs do not 
imply that the training is ot a substandard lature indeed, many of 
these programs are approved tor the particular trainee by his college 
or university 

The hospital is currently taking steps to develop stipended training 
^ programs in mental health in deafness as a separate discipline As more 
IS learned about methods of effective treal .lent m this emerging 
tield, additional programs can he developed and existing ones 
expanded It is essential that as many interested persons as possible 
are aware of the exciting career possibilities in working with deaf 
patients and of the great amount of work and research which are 
being done and remain to be done Developing and maintaining stan- 
dards m training which would warrant stipends is one way ot encour- 
aging growth and of guaraateeing quality training for future leaders m 
^ the tield 
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Pracficums for College Students 

The MHPD pro\ ides a varietv ot learning practicums for students 
both deat and hearing, although moi-t students come from Callaudet 
College others Lome trom metropolitatt universities and institutions 
Of higher learning in distant areas ot the Natio») The MHPD tries to 
cKcommodate anv student whose curriculum requirements may be 
partuiilN satisfied b\ a supervised learning experience at the hospital 
To give examples it provides practicums ror students majormg in art, 
rehabilitation counseling, social work and seminary studies and 
provides special mternships 

A postmasters ciegree student served an 8-week internship in 
mental health aspect:, ot deatness and recorded the tollowing evalu- 
atJon while the MHPD was preparing to enter ,ts third phase of de- 
velopment With a separate ruli time staft complement and a physical 
tacihtv 

1 Orientation to the following services 

Speech and h^earmg Clinic, Social Service, Vocational Rehabilita- 
tion Occupational Therapv, Sheltered Workshop — Rehabilitation 
C oor' nator, Research Psychologist, Physical Therapy 

2 PdfUciuation m the toilowmg unit programs 

Phvsical Therapv Creative Drama, Ps\chodrama. Dance Therapy, 
Home Visit with the Program Assistant, Clinical Conferences, 
Croup Psvchotherapv, Sign Language Class. Religious Services, 
Sight-seeing 1 our or Washington, D C , with deaf patient 
\ Otner 

Callaudet College - tour, Annual Medical Society Meeting of Saint 
Mi/abeths Hospital, Ket^lonal follow-up Meeting ot Los Cruces, 
Convention-Area III Social and Rehabilitation Services Offices, 
Proj(»ct Lite Annual Conterence, Council of Organizations Serving 
the Deaf 
4 Comments 

Any doubts that one might have regarding the efficacy of using 
sign language as the most important means of communicating with 
deat patients certainly would be dispelled by an exposure to the 
Mental fiealth Program for the Deaf at Saint Llizabeths Hospital 
The comparison between deaf patients here and those unlucky 
enough to find themselves in a usual state hospital is dramatic 
testimony that without communication, there can be no treat- 
ment 

The unic|ue problems of deafness arise within that segment of the 
population whq have never heard at all For those of us who have 
depended on our ears unconsciously for all of our lives, the possible 
amount ot deprivation in language concept, principles and vocabu- 
lary patterns of a prelingual'ly deaf person is not an easy cone pt to 
fully understand Even a\ Saint Lli/abeths Hospital, there are some 
interested and sympathetic professionals who are not aware o\ the 
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recil Icuk ot IcingucJ^t' {>re^ent in much of the deaf population There- 
tore, there is a need tur rTiore orientation and training for staff of the 
hospital who are either margmally involved or outside ^he program I 
understand the Program Coordinator is planning to do this it is not 
enough to envision a treatment program confined only to the hospital 
il the goal tor the patient is a return to the community Effective 
specialized evaluation and placement programs must be utili/ed or 
instituted outside the hospital S R S funds are available to quali- 
fied interested workshops Halfway houses and foster homes along 
with adequate professional supervision and followup must be secured 
so that the patient, upon moving out into the community, does not 
tirid himselt in an alien, unfriendly environment 

Somehow the deaf community, itself, must be made more aware of 
the tacihties ai Saint tlizabeths Hospital so that they lose their fear of 
mental illness and do not wait until the situation with a mentally ill 
inend or relative becomes so intolerable that they turn to hospitaliza- 
tion as a last alternative Preventive psychiatry is as important to the 
deal community as it is to the hearing community 

I he haison between Galtaudet College and Saint tljzabeths Hospi- 
tal IS excellent Not only does it provide an exposure tor the students 
to the probleiri> of the mentally ill, but also it may serve to direct 
more bright \oung individuals into the public health fields 

I am most appreciative of the opportunity to spend 8 weeks at Saint 
Lli/abeth:> It has been an excellent learning experience, and the st?ff 
ot the program has been most cordial and helpful I am only sorry 
that i can t be around for the physical opening of the unit This 
should otter a 24-hour treatment plan and cohe>iveness impossible 
under the present arrangement 



One ot the nuijoi thrusts Ot the training f)rograms is to promote 
interest in the problems ot the deat mentally ill among deal youths, 
f)ra( Ui urns are an ettec tive means ot doing this 

A special project initiated in 19/0 that has proven highly successful 
1^ the training [)rogram in soual work tor undergraduate deaf students 
or (.allaudet College I he practicum experience was carefully 
planned m advance The sex lologv and psychology departments at 
(^allaudet and the statt ot the MHPD worked )Omtly to determine 
such matters as selection cnteru tor students (generally, student^ are 
on the junior-senior level and hav<' completed introductory courses in 
the l)ehavioral sciences), arrangements for student accommodations, 
such as trans()ortation to the hospital, ottire space, time schedules, a 
rating s\stem tor student f)ertormance. and a system through which 
s(hoc)l and hospital can remain in continuous contact during the field 
training ot students (Hester V)72, Polakott 1972) 1 rom the outset, it 
was decided that carefully planned, coordinated etforts between 
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Callaudet and Samt Hi/dbeth^ would provide the best means both of 

structuring activities and of measuring results 

Hejiter, m the article cited above, describes both the general and 

the specific educational goals which the program sets for its students 
The general education goals are 1) to broaden the student's 
liberal education, 2) to prepare the student to enter graduate and 
professional training, 3i to recruit new personnel into paraprofes- 
sional and professional employment, and 4) to provide useful ser- 
viceb to patients while offering learning opportunities to the stu- 
dent 

The program seeks to assist the student m achieving the fol- 
lowing objectives 1) greater knowledge and understanding of 
social and psychological problems of the mentally ill deaf and of 
the network of social welfare services m the hospital and com- 
munity designed to reduce or eliminate !>uch problems and meet 
human needs. 2) an awareness and understanding of such prob- 
lems as deafness, social isolation, mental illness, family-break- 
down, and the -mpact of these on individuals, families, and 
communities, ^) an integration of knowledge and theory derived 
from undergraduate, foundation courses with applicable field 
work experiences, 4j development ot knowledge and a beginning 
application ot some skills and techniques of social work practice 
such as interviewing, observation, fact finding, analysis, and re- 
porting, 5) some self-awareness and a sense of one's own value 
orientation, and 6) the ability to mdiviJuali7e the client accord- 
ing to his unique probfems and needs {o 70) 

The program tor these social work students at Saint Elizabeths has 
remained essentially the same since its establishment, the following 
description of the schedule for the fall semester 197 ^ is representa 
tive of program activities At that time, four seniors visited Saint Eh/a 
beths for their prat tic urns on Tuesday and Thursday afternoons, the 
students spent 8 hours a week at the hospital for a total of U) weeks 

During orienttition, the trainees were apprised of the expectations 
ot the program, and introduced to hospital procedures oid policies 
The issue ot confidentiality was discussed, as were sick leave policies, 
and use of Npecial keys, mailboxes, etc A tour of the hospital grounds 
followed a lecture on the hospital's administrative structure, the stu 
dents were mtroduc ed to hospital staff dur:nt? the tour 

As soon as the group was oriented, each student was assigned two 
or more patients for whom he or she was to provide social work ser 
vices, such as case history study, interviews, evaluation bf needs and 
assessment of treatment programs In 1973, two social workers acted 
as supervisors for the group, they met v/eekly with the students on a 
formal basis and were also available to help out individual students 
with daily problems Students submitted written reports to the social 
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btudent^ ciNu .itt^ndt-tl vsaril m»*t*t!ngs, whi^rv lound o[)portuni 
tu's ti) observi' f)<UK'nt^ in inttTtUtion vsith other patiiTit^ iind ^t«itt 
\ \fu)suri* tn thi^ nnlitai ami (>f)pratin)4 [)r<)( tniurt's o\ the vvard was u^v- 
tul anothtT resp* t t th.it is \\ helped the trainees to learn the duties 
cinii rum tu)ns or vsarti {)ers<)nr)el slk h as doctor nur^e, nursinj* 
assistant soi lal vs <»rker therapist ett Perha()s niost inif)ortantlv, stu 
dents tuuld e\f)tTieni e direttiv the vsavs in vshuh various chsdphnes 
< i)(>rdie.ated errofr> in a group prot es. 

During the < <ujrM* ot the semester ftrorts v\ere made to introduc i» 
the stuilents to as man\ or the treatment methods ortered b\ the 
\1HPl) as [)ossa)le Ihus thi*\ attended sessions in sut h therap'es as 
ps\(hodfama ami riHriMtional therafn It is interesting to note in 
toFuiiHtion vMth ps\ihoijrama thai it had hvi-n used (though not in 
1^7 as a part or student orientation to the stKiakvsork program the 
objeitivt» vNas to rel sttitients and to help vsith their initial 

umitTsramln,^ or the re!ationshif)s the\ vN<Hiid soon be forming 
v\ith statr ami ptitumts 

Herore the students went to thr wards t\f)ual \vard situations 
vsert* st't tip and the stutients at te(i the roles of doctor, nursing 
assistant nursr anci other stan Ihev vsere also able to e\f)lore 
how .1 new person entennii the vsard might be seen and to try 
wa\s or rt iating to starr \ st^ond session e\[)l()red a more 
viable role m relating to patients than mend ' The prott»ssional 
aspe( ts or the soiiai worker role v\ere brought into focus and dis 
(ussed The process also gave the studcmts a thance to try out 
mti'rviewing skdi> I iiese simulatt^d ex[)erien{ es lessi'ne(i the 
anxM'tv ot vUidentv b\ strtjt tunng the situation tlie\ -wotild find 
themM»Kes m exammiDL' their r<de tn it and providing sr)me role 
rrammg i( iav ton ami Robjn>on P)" 1 [> 41*)) 
Mt[u>c]gh atten(ian(e at tiierafit utu ^e^slo^^ i> instructive there is 
nnn b to be saui for thi> kind ot at tue partu 5p<i?ion in the treatment 
fTietho<j a> ii iearnir)^ t»'^[>efien< *■ 

In the perjod trom ]<^^() to T»7''> AO sttidents trom (.ailaudtH 
College su((es>ttillv i or^ifjleteci the soual ork prac ti( urn it Saint 
Hi/abeths Aithotjgh we tlo not have intormation on ihv f)resent 
status ot all graduates it is known that at least rour have gone on to 
do graduate aork tn the neld one is uirrently employed in the 
MHPD, and at least rue <jfe emploved in medical anci social agencies 
serving tht» deaf 1 he great need tor more social workers in the field 
ot m^'ntal health and deattiess, and the particular advantages ot tram 
mg dear indiv KitiaU to help till thi^ need, were oist ussed in an earlier 
chapter it is htjped that the social work program jointly planned by 
<,allaudet ( ollege ,md the \UiPl) will ( ontuuie to provide career 
opportunities tor (jeat \(njths 
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Training the Staffs of Mental Health Facilities, 
State Agencies, a|nd Schools 

Consultation services have been a feature ot the MHPD since its in- 
ception The starts ot other mental health facilities often visit Samt 
[li/abeths in order to observe first-hand the structure and operating 
procedures ot the MHPD. when requested, the MHPD staff provide 
instruction on how to begin similar programs elsewhere In some 
instances MHPD instructors visit mental health facilities m which 
prdgrams are in the earl\ stages of development to give conbultations. 
through these services the MHPD has been instrumental m supporting 
the efforts to establish programs m such States as Pennsylvania, West 
Virginia Ohio Wise onsin and others 

Nurses sui lal wc^rkers rehabilitation workers, and other therapists 
also visit the MhiPO ;vhethcr thev tome individual I v, or as representa- 
tives of their ag^ ru ^ s thcv are indoctrinatc»d in mental health and 
deafness ac voiding to thfir needs and future plans In 1970-71, three 
short term training institutes vvcrt* otTertni for rehabilitation counse- 
lors and other mtrrestt^i proTf ssionals The MHPD planned these 2- 
vveek institute s in cooperation with thc^ Maryland State Department of 
Rehabilitation (i>onseiors iit th»' department were able to attend the 
institutes as part t>f their inservue training Approximately 30 partici- 
pants heard le^turrs on such subjects as the psychosocial aspects of 
deafness audiology and s[)eech pathology, treatment modalities, and 
the role of the rehabilitittion counselor in the field of mental health 
and deafness They were alsc) given instruction m manual communica- 
tion and taken un field tr.ps to the Kendall Demonstration Elemen 
tary School the \1odel Secondary School for the Deaf, and Gallaudet 
C ollege Participant res[)onse was most favorable (Coulder 1972) 

Consulting staff from the MHPD often exchange visits with the 
faculty and staff of schools for the deaf, the objective of these 
Collaborations is to help f)revent the develo[)ment of mental illness in 
children, and to diagnose and treat behavioral problems early 
(Dickons 1972) As was made dear in chapter 1, the faculty at deaf 
educational institutions have frequently been called upon to deal 
with behavioral problems in students which interfere with the 
teachin^^ process It is not advisable to expect faculty to assume full 
rt-sfxjnsibility for thesc^ problems, consultation with professionals in 
the fic^ld of mental health is a necessary support As the ties between 
the deaf educational establishments and menta' health facilities such 
as the MHPD become stronger, collaborative programs of preventive 
action will do much to ensure the healthy psychological development 
of deaf children 

Training Volunteers 

Both deat and hearing individuals frec|uently volunteer their ser- 
vices to the MHPD, orientation and training in mental health and 
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deatnt'ss an* ^»v*'n ruHHl^nl lU-^uing volunteer^, often attend classes 
sn Mgn lanijua^^' and iingerspelhn^ at Sa:nt ( lizabeths, nnost volun- 
teers who are deaf such as those Irom the Council of Churches of the 
Ueat or trom Gallaudet College, are already fluent m manual com- 
munuation However almost everyone is in need of some introduc- 
tion to th(» problems of the deat mentally iH. which is usually 
provided on an mtormal basis 

Volunteers perform a variety o\ function. They visit with patients 
on the wards ar.d auompany them on excursions, they arrange for 
parties and festivities iThe Counc il of Churches of the Deaf has enter- 
tained deaf patients at Saint ! h/abeths once a month for several 
years) they sometimes particj()ate m certain therapeutic activities, 
and they act as sources of mfoiniation about mental health and 
deatness in the community at large 1 rom 196n975, approximately 
50 volunteers of ail ages were trained to work with deaf patients at 
Saint Hi/abeths - In addition, several deaf ad.ults volunteered to in- 
doctrinate staft members in deafness, including the teaching of sign 
language 

NEW DIRfcC^.ONS IN ACADEMIC TRAINING PROGRAMS 

The comprehensive training programs described above provide 
opportunities for individuals of all ages, deaf and hearing, pro- 
fessional and nonprofessional, to take a part in helping the mental- 
ly ill deaf However in light of the great need for professional 
workers of different disciplines in mental health and deafness, it is 
neiessary to devc^lop tontinuallv innovative approaches to training in 
order to promote the entry ot cuialitied personnel into this field In 
recent years I have been mtimatelv involved with proposals directed 
toward stimulating interest tn v^^ung peopL\ ^fveral ot which will be 
r(»pc)rted here 

Proposed Curriculum in Mental Health and Deafness 
at Federal City College 

Acting upon the request of rommunit v-minded people ot Washing- 
ton [M for a mental health degree progr^im at Federal City College, 
collaborative efforts were made in 1971 bv the College, the DC 
Mental Health Administration, and the Federa' r ,'ntal health pro- 
grams at Saint Lli/abeths Hospital to establish such a program As a 
result of these efforts a basic meotal health curriculum was tormu- 
latc»d and endorsed by an appropriate committee Subsequently, the 
adm.n.stration of Saint Ui/abeths api)ointed a second committee to 
develop a proposal m mental health and deatness which could be 
incorporated into the basic curriculum leading to an Associate of Arts 
degree C ominittee members believed that the implementation of this 
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program vvuulJ sij^nitu antiv irn rea*)e tht* number of mental health 
tinhfucuins and ptuaf)ruti'>siunal abU* tu assist Jeat f}atients and 
famiU groups and thus helu alU'viate the current shortage ot 
workers Though the proposal was never implemented because of 
intervening priorities, it is still viable as a working model of a 
potential collaboration between an academic institution, the 
communitv, and a mtntal health tatilitv, and is presented heie for the 
consideration ot interested parties 

Three courses were proposed tor the freshman year Mental Health 
and Illness in Deafness, to be taken the first quarter, Communication 
m Deafness I, tor the second quarter, and Communication in Deafness 
II for the third quarter I he introductorv course acquainted students 
With env .rcmmentai and developmental influences on deaf individuals, 
with current research on the manifestation of mental illness in deat 
pe''sons and with theories of prevention, treatment, and 
fehabihtatK^n Students would bc» encouraged to explore their own at- 
titudes toward the deaf mentally ill and the relationship ot these 
attitudes to those of society Communication in Deafness I had both 
tneoretitiil and [jract'cal objectives Students would study modes ot 
communication, with emphasis on the transmission of thought 
through nonverbal means, such as body language, they would also be 
introduced to modern theories and methods of audiology The 
practical objective ot this course was to prepare students for com- 
munication with deaf individuals through instruction in the funda- 
mentals of sign language Communication m Deatness II was a 
seminar prac ticum designed to further develop communication skills 
by providing students with opportunities to converse with normal deat 
persons of various ages 

There were two courses designed for the first and second quarters 
respectively of the sophomore year, each to be accompanied by a 
practicum In Orientation to and Causes ot Deafness, students would 
acquire knowledge of the anatomy and physiology ot the ear of the 
incidence and causes of deafness, both congenital and adventitious, 
and of ways ot duignosing and preventing the handicap They would 
also be introduced to some of the social aspects of deafness, vvhich 
would be taken up in greater detail in the next course The accom- 
panying practKum would concentrate on expanding the students 
contacts within the deaf community, and perfecting tKeir sign 
language skills I he last course Social and Cultural Aspects ot Deaf- 
ness, was designed to explore in depth the lifestyle within the deaf 
community, problems m deaf education and in vocational rehabilita- 
tion, the accomplishments of detit individuals, and the psychological 
factors in the cJevelopnen* of the deaf child In the practicum, stu- 
dents would work with t]»e deat mentally ill at Saint Llizabeths for Hie 
first time, both individually and in group situations During the third 
quarter of the sophomore year, students would continue field work 
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vM»h th,- (Um' nH-nl..lls .11 alon^ sv.th pro|ects in the deal commumlv. 
thJ last (,u.utef >NOul(i (oiKentt.Uc v% holly On work w.tli patients at 
•saint t li^abothb ' 

When the planning ot the original proposal was complete, 11 mem- 
bers ot thf statf at Samt Elizabeths volunteered to teach in the pros- 
pective prograrr. 'he disciplines of psychiatry, clinical psychology, 
nursing soual work, and rehabilitation counseling were represented 
The allot at.on ot faculty re.ponsibilities in similar collaborations of 
this kind will, of course, vary according to the needs and resources of 
the academic, institution 

Currently Proposed Curriculum for Stipended Training in 
Mental Health and Deafness at Saint Elizabeths 

Answering the increasing indications and demands tor formal 
tr'nning in mental health and deafness. Saint Elizabeths Hospital 
proposes the establishment ot a stipended training program to assist 
m the preparation of a local and national manpower pool which will 
enhance health delivery tor a large and growing segment ot American 
society vvho are tragically handicapped by the dual disabilities of 
mental illness and deafness The proposal is based On two principal 
considerations First, there is documented evidence of a need to 
provide training which meets the sp -cialued treatment requirements 
<,t the mentally -H deat, and seco"-^ 1. Saint Elizabeths Hospital has the 
clinical resources training tacnties, and educational expertise to 
launch a pioneer program -ot tb,s type Hopefully, the Saint Elizabeths 
♦-ndcMvor con serve as a model tor other mental health training facili 
ties which mav wish to otter similar training opportunities 

In proposMH- -pt'C valized training to work with the mentally ill deat, 
the hospital > lung-range goal is a three-track training program as fol- 

^Rack 1 -Pre-baccaiaureate or no formal education beyond the 
sec ondary level 

I r..(k J -Graduate level students in the mental health core dis- 
ciplines and other specialities which can provide services 
tor the mentally iH deat 
Ir.uk ) ^Quaiiiied mental health professionals m the core dis- 
ciplines of psychiatry, clinical psychology, psychiatric 
rursing, and social work 
The (urrent proposal is limited tc Track 3, the development o, ho- 
p,..als tor Tracks 1 and 2 is a part of the hospital's 5-year plan Track 
\ IS a proposed 12-month program operating in consonance with the 
i.scal vear I he proposal calls for introduction of this Track on 
October 1, 1978, with the first group of trainees scheduled to com- 
plete training on September 30, 1979 

f he training program in Mental Health and Deafness is designed for 
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Atftudes towarcUieat P^'°';,'Vs ^soaaT^'voclt^^ ■ 
The deaf community (schools, soca 

(local and national) 
Family dynamics in '-afness 

Psychology of deafness hear (trauma 

4 ,„,_,e,„ces '7«™:;,3„,„a of deaf .ndiv,6ual5 

Pwchological factors in tne r^i.a 
M al Health and Illness i. Dea ne 
Mental health manifestations n ea^^^^^^^^^ 

Manifestations of mental illness 
Diagnoses 

Prevention . , ^„nfai illness in deafness 

Latment and -'^^b''^^^'!; a" - the clinical practi- 

The second component '^^^ ^^ emphasis area. The needs, 

experiences f nd oals of the trainee will to an 

. vane, of 

^We would be interested P-Parmg s 

chVng roies an>^uncUO"S man^^^^^^ ^-"'"^ ^ ? uTnt 
ii^dV^ds presented by the deat ^^^^^^^ settings 
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. TO that end the student - ' -^^^^^^ 3 ^eaf milieu such as found 
oerience, for at least 16 ^9" ^ a jveek^ < experience 
n he HosP-tal's Mental Health -^^^ J^^^'.erstand milieu therapy 
MHPD will f&oction ^f^J'J^n work..,g with deaf popula^ 



m families, anu ... x exposed to a' therapeutic corr^- 

on the ward, trainees be e P social histories), 

mun.ty, pat.ent-staffmg ^'^'^f^^^^te general lifestyle of inpatients, 
:t:X;r:o^"thr:::i^;foro1 melication influences individual 
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patient s vvartj hte Attei tfjn will also be given to informal interaction 
with ward statt and patients 

A major objective ot this part ot the program is to provide ^ach 
trainee with a broad and thorough training in individual, group, and 
family therapv with a .anetv of deaf/ clients across different situ- 
^lons The turrKulum-courst^s in >uper{isjon vmH be designed to pro- 
vide a trainee with those theoretical, technical, and personal -skills 
that will enable him to pursue his professional work with the deat at 
the highest level ot effectiveness Naturallv assumed is that these 
trainees already possess ^ome degree of clinical experience in psycho- 
therapy The trainee wiU be expected to carry a sufficient number ot 
diversity ot cases, under ditferert supervisors, to give him a range of 
therapeutit. oxp^rientes and understanding In addition, there will be 
a seminar course which provides an ample opponunitv for sharing ot 
ideas and practical integration ot case material and readings and 
d»s(ussion ot. theoretu al issues and different treatment modalities 
with those pf'Of)le who art- conversant with working with the deaf 

It IS also expei.iecl that the trainee will he seeing other deaf clicnt:> 
m treatpu ,n who ar.* not at MHPL) whuh allows tor the de\elof)ment 
ut ps\chotherapeuti( skills in working with populations not repre 
^ented dt thi> H(>spital in >uttKient numbt^r> to t)r<)\ide the depth and 
diversity ot desired e\[>*^riL-nc es for example, deal parents of hearing 
children, hearing parent vvitn deat children, social and educational 
groups ot deat persons, deat clients whose primarv presenting ptob 
lems are pi ^Icohonsm, addirtion, etc This should acount tor 
another 4 to i hours per wee,k 

The third component 's directed experiences in an elective of 
vduc. lOr research a^ii mis^ration consultation, or program evalu 
atiun rh^^Jida^ tic cont.n ot the elective will be determined bv the 
bdc'-^funnd and need^ o* .he trainees and will be offered in a seminar 
rormat ' ^e ^ase tor his experience would be either in the Hospital 
or somevvher* within the metropolitan area This component ^ould De 
.arranged er\- directed individual study" based upon the tutorial 
method which st-^sses the collegia! relationship between a faculty 
member (within or withuvjt the Hospital) who has particular exper- 
tise m the thosMi electee area and the student The time involved 
here would be between 4 and 8 hours per week 

Finally, it is to be noted that while the -ntrapsychic dynamics or 
one toune elements in theoretical, assessment, or psychotherapy 
traini.ig should still be e'^iphasi/ed, training for the dea' needs to give 
e(|ual Ntres^ \i) taniil\ soMtii and < Ljltur<d lac tors Further consid(»ra 
ttuns iru lude group dynamics and group psychotherapy theory and 
te< hnic|ues the develoj:)me»it*(>r the use ot lommunity resources, 
development ot skills in v^ommunicatmg with and teacfiing iess highly 
educated mental health personnel and lay groups, making use of one- 
selt m as therapeutic a vvc.y as possible in a variety of situations, the 
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d-^sessment ot the patient's problems by using information from a 
variety ot sources, and the active involvement of relatives m the 
patient's treatment 

In summary, the trainee will be spending his 44 hours per week as 
tollows b hours cor<« didactic content. G hours supervision (including 
one ovfrdil evaluative pret e()t(>rj b hours elective (including super- 
vision) 16 hours clinical prac ticum experiences on MHPD (exclusive of 
supervision) b hours [4 8) other dinual practicum experiences, and 4 
hours mdiv idual studv f)eer group disc ussion, etc 



Prospectus for a Course for Medical Students in Psychiatry 

at George Washington University v 

Since many deat persons have particular difficulty finding doctors 
who understand their lire circumstances and are able to communi- 
cate with them, the training of medical students m major medical 
centers should include an introduction to the rmplications of deaf- 
ness together with opportunities tor direct involvement with deat per- 
sons Accordingly, in 1975, as Clinical Associate Professor of Psy- 
chiatry at George Washington Umversity Medical Center, 1 developed 
a prospectus isubseciuently adopted and implemented) for an elective 
tor rreshman and sophomore medical students entitled Mental Health 
Issues in Deat Peof)le 1 he arrangement of the prospectus is chrono- 
logical, and proceeds as tollows (1) Implications of Deafness (con- 
genital or earlv acquired versus late acquirpd. the silent world and 
social isolation, dear people as a subculture, attitudes of the hearing 
society toward dear people, character and implications of dreams of 
dear people mental health issues). (2) Growth and Development of 
the Deat C hild ithe deat child m his ramtly. language acquisition, the 
deat child among dear peers, the deaf child among hearing peers, the 
dear child in the commumtv, thinking and learning, behavior- normal 
versus abnormal) [l] The Period ut Transition - From Childhood to 
Adolescence ipsyc hosexual dc^velopment. bridging the gap), (4) The 
Deat Adolescent (search for maturuy. identity crisis, therapeutic con- 
>ui(-ration>) and (')) I he Dedt Adult (as ( iti/en as parent, as achiever, 
approaches to mental health and illness in deaf pc^ople) The sug- 
gested teaching method combines lectures and group discussion so as 
to allow lor a tree exchange ot icJeas The use ot appropriate iilms, 
such as one prepared by the statt at Saint Llizabeths on the history and 
trecitment tacilities ot the MHPD program, is suggested as a supple- 
mc*ntarv source ot tntormation In order to introduce students directly 
to the deat community, the syllabus also suggests field trips to 
educational institutions such as Gallaudet College, and to mental 
health tacilitie> such as Saint Mi/abeths 

Most r edical schools have easy access to mental health tacilities, 
many ot which now have special programs tor deaf patients It is time 
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that pi»vchiatric students are apprised durmg their training of career 
opportunitie:> in this important tield, and that medical schools m 
general take more respon^ibilitv m exposing their students to the 
needs of deaf people 

Courses Designed for Deaf Students at Callaudet College 

A Seminar in Human Reactions 

My professional association with Callaudet College has always 
been enjoyable, a- d I have particularly appreciated its willingness to 
open its doors to me and to the staff of Saint Elizabeths in the 
interests of helping deaf people As e way of reciprocating and of 
broadening my understanding of deaf people, I offered to teach a 
course in 1968 whicti I had originated The course was based on my 
philosophy that learning about human reactions would be more mean 
ingtui to the '>tudents if they studied their own day-to-day reactions or 
the reactions of others close to them, rather than read printed 
materials which describe other people's behavior 

The course had the following objectives (1) to provide an under- 
standing ot the psychody namics of human behavior (2) to help stu 
dents form an integrated cognitive and affective awareness of their 
everyday emotional reactions, (3) to aid progress in general adjust 
ment. growth, and ways of coping Although students ot all academic 
levels enrolled in 1968 (and in subsequent semesters), the majority 
were juniors anO seniors, hearing impairments ranged from con 
genitaily deat to hard-ot hearing Educational backgrounds were 
similarly diverse, students had attended residential institutions, oral 
schools, day classes in public schools, and regular public schools 
Some were transfer students from other colleges and universities The 
simultaneous method of communication was used in the classroom, 
as might be expected, skill in sign language and f ingerspelling varied 
widely 

rhe course was designed to cover such emotional reactions as 
separation anxiety, gnet, shame and guilt, interiortty feelings, and 
what could be termed normal' reaction^ to problem situjtions, with 
the expectation that interest m additional subjects would develop 
Accordingly, later topics included loneliness, death, defense 
mechanisms, homosexuality, love and hate, inhibitions, stigmas and 
stereotypes, reactions to disability, and mental hospitals The 
fundamentals of psychodynamics were explained as appropriate 
topics aro.^ Often the question of possible differences between the 
emotional reactions of deaf and hearing people was examined 

A special feature of the course required each student to write a 
commentary after the examination and discussion of a specific topic, 
giving hib or her own definition of the emotional reactions discussed, 
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and including t»xampU»*> from personal experience The aim of this 
exercise was twotold to increase feedback and to check individual 
understanding, ind to accumulate over a period of time enough 
meaningful material to compile a reference book available to future 
classes The reterenoe book was never assembled, due to time and 
vNOrk prcjssuro^, however, the pedagogical device of writing commen- 
taries was quite useful in its own right 

The reaction of the initial class was particularly interesting In the 
beginning, students were skeptical and suspicious of my motives 
They relt insulted bv the strict rules concerning attendance, tardiness 
and participation, and disturbed b\ the fact that no text was used and 
no formal lectures given It was difficult for many of them to under- 
stand how progress could be measured without these traditional tools 
We decided to discuss these issues openly in a meeting, during which 
students gained an understanding of the methods, principles, and 
goals ot the course Subsequently, anxietv lessened as they began to 
cooperate in the group process and discovered that others had similar 
feelings, attitudes toward hearing loss, and emotional experiences 
Event jally, the class evolved into a comfortable forum for the ex- 
pression of feelings, even negatjve or frightening ones Several stu- 
dents who were reluctant to admit suicidal impulses during class 
discussions did report these feelings in their writings and were re- 
lieved to discover that thev were not alone It was clear by the end of 
the semester that the students were able to understand ^he psycho- 
dvnamus ot human l)t'havuH mort^ tulis and mtMningtuIlv w h(*n they 
Aere encouraged to relate the concepts directK to what they knew, 
and that m the absence ot printed materials which deal specifically 
with the experiences ot deaf persons, a classroom forum of this kind 
was c^uite beneficial 

In several subsequent semesters, heavy enrollments reflected 
positive student attitude toward the course and necessitated the ad- 
dition ot a second teacher I had 5 years of experience teaching the 
courM* on a night-tJme basis, sometimes with a coteacher, one such 
^ott^uhcr jt»an \U]Iroon(»\ <uKi 1 |)uhlish(*d a paper on our jOint ex- 
penenies in 1972 fhe course is now taught on a daytime basis at Gallaudet 
and continues to attract students Courses of this kind can be most 
helptui m disarming that defensiveness toward the subject of mental 
health which was mentioned m the second chapter as characteristic 
of many persons, it can also stimulate deat youth to investigate 
career possibilities in the mental health field 

Course on the Nature of Mental Illness and Mental Health Pro- 
grams for the Deaf 

^tter the Seminar in Human Rt^ictions was firmly established as a 
two-crf^dit course m the psychology curriculum at Gallaudet, I was 
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asked by the head ot the department m 1974 to develop a course 
dealing v\ith serious mental disturbances, and with mental health pro- 
grams for the deaf The course which 1 designed focuses on defini- 
tions ot illnesses and their symptoms, methods of detection, incidence 
among deaf and hearing pe(»ple, causative and preventive factors, and 
special techniques of inteiviewing, treating, and rehabilitating the 
mentally ill deaf 

Th<* course is presented in .Pveral stages During the first 3 weeks, 
students begin building a vocabulary of psychiatric termmofogy 
Throughout this period, thev are encouraged to iearn to regard the 
mentally ill as persons w th human dignity, deserving of respect This 
IS accompiished bv introdacmg the students to the interview proce- 
dure, and having th^rr* practice one-to-one interviews among them- 
selves In this wav, stut^ents learn to appreciate what it is like to inter- 
view and to be interviewed m an atmosphere of mutual respect They 
are also asked to interview me, so that I can get a better appreci- 
ation of the degree of guidance individual students will need when 
thev begin their practical experience interviewing mentally ill patients 
later m the course 

From the third through the ninth weeks, students are given reading 
assignments on mental illness, its concepts, and diagnostic cate- 
gories, from !>elected reference works m psychology and psychiatry 
Recently, I have introduced a pedagogical device which is designed to 
illustrate some of these theoretical concepts in a directly meaningful 
wav Although the students liave studied abnormal psychology as a 
» prerequisite to this course, few of them have actually talked with or 
seen a per.un who h^^ been diagnosed as mentally ill, nor have they 
witnessed actual symptoms, such as expressions of or responses to 
distorted perceptions Consequently, in order to make the description 
ot "ivmptoms more vivid, I arranged for a psychodramatist trained in 
manual communication from Saint Elizabeths to visit my class in 1976 
and act out the role of a mentally ill person The script for the 
psvchodramatist was prepared according to my s^^^cif ications to 
demonstrate specific behavior and sy rrsptomatology Students were in- 
formed as to the nature and purpose of the demonstration, and 
several of them were given the opportunity to interview the patient 
Open discussion followed the interview, in general, students felt that 
the exercise was a valuable learning experience 

A special and regular feature of this course is the viewing of a film 
documentary of the MHPD at Saint Elizabeths, followed by a field 
trip to the program s facilities Student:, g»ve oral and written reports 
of their field trips (as well a^ their reading assignments) in appropriate 
class periods 

During the final weeks of the semester, students are given 
assignments to interview patients at Saint Elizabeths They are 
thoroughly informed of the need tor confidentiality in interviewing 
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patients No pationt is obligated to participate m the interview and 
may do so onlv on a vuiuntarv basis The deaf students are required 
to conduct interviews with hearing patients as well as deaf patients, 
so that thev can have a broader exposure to the realitv of mental 
illness and the ways in which it affects both deaf and'hearing people 
lhe\ can also conripare symptoms and dispel the notion that deaf- 
ness of itselt IS the cause of all mental health problems in deaf 
people Mter the interviews, case conferences are held to clarify 
problems and answer student questions 

1 have found the procedures described above to be very effective in 
teaching undergraduate deaf college students about mental illness At 
the end of the course students have a better knowledge of the nature 
ot mental illness and its implications in deafness, they are also'more 
alert to signs and symptoms and have a healthier attitude toward 
mentally <ll individuals Both class exercises and practicums acquaint 
students with methods ot prevention, treatment and care, hospital and 
<ommunitv programs, the availability of services for deaf people, and 
the cdtegor.es ot mental health workers and training required 

The Admission of Deaf Men and Women to Medical Sehools 

Is It possible for a deaf person to become a medical doctor? This 
ciuestion was asked ot me by Mrs bdna Adier ot the Department of 
Heaitii, Lducation, and Welfare in April 1967 My affirmative answer 
at that time has been well borne out by my subse^u^ent experience m 
teaching and training deaf health care workers, and by my contacts 
with deaf proressionals Deaf people who have been given the oppor- 
tunity to pursue higher education on the graduate level in the larger 
colleges and universities have measured up to the task More and 
more deaf persons are earning degrees at the masters and doctorate 
levels and are working m positions commensurate with their training 
These achievements attest to their academic abilities and should 
suggest their readiness to pursue careers m medicine and other health 
and mental health professions 

(t has been my pleasure to be personally involved in paving the 
way for deaf students to enter medical school and become doctors of 
medicine One student and triend whose progress 1 followed closely 
was hc^rd of-hearing and educated in schools tor the deaf, he achievc»d 
his goal ty entering Rutgers University Medical School m 1972 and 
graduating with the degree ot Dr ' r of Medicine ih 197() This ac- 
complishment should be an inspiration to other such students, as well 

to (je,i; voutfi who <ire ( ongt-nitalK or [>relinguali\ deaf If sup- 
ports are needed tur students with profound hearing loss, they could 
include, but not be limited to. visual aids (slides, films, and video 
tapes with captions or overhead transparencies), electronic devices 
with visual indicators, interpreter services, hearing study mates, tran- 
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scribed tape returdings ut classroom lectures, counseljng services, 
and tmancial aid 

Our education il climate is now one of innovation and change, with 
particular emphasis on the handicapped The time is ripe for deaf 
persons to capitalize on these changes and to take full advantages of 
the opportunities whKh they aftord tor medica! education By the 
mid 1980 s deaf men and women should be taking their places among 
the ranks ot the medi \\ profession However, they will need the sup- 
port ot training facilities and the con niun'ty at large to do so 

NEW DIRECTIONS IN RESEARCH 

As has been pomted out, interest in mental health problems ot deaf 
people IS a phenomenon of the last halt ot the 20th century Much 
research in many areas ha' already been undertaken, such as the 
>uual and genetu studies ot Ramer, Al^^^huler, and Kallmann (1969), 
studies in the thinking processes of deaf people by Furth (1966), 
studies in emotional adjustment of deat children by Schlesinger and 
Meadow (197J). and attempts to develop psychological tests to meet 
the specitu conditions ot deafness by Vernon and Brown (1964), and 
Vernon (1967, 1968J Nonetheless, much more needs to b^e done, as the 
tollowmg suggestions make clear 

The knowledge which h^s been gained about the nature ot mental 
illness has been accumulated trom studies of hearing persons who 
have Tull use ot their five senses However, because persons who are 
tongenitaliy and profoundly deaf have never had use ot the hearing 
sense the study ot mental illness in th^^m should offer much to the 
understanding ot mental illness in general in particular, the produc 
tion and amelioration of hallucinations n deat persons, including so- 
called auditory halluc inacions are important subjects of future re 
search There is also a need to ^tudy muitr thoruuglilv the degree to 
which psychoanalytic, concepts of the development ot personality and 
the causes of illness can be applied to deaf people 

It IS generally known that hormones l*ave a significant influence on 
psychosocial development and behavior, again studies of ^hearing 
patients have established this tact Research is needed to de'fermine if 
there are sigmfuant ditteiences in the hormonal levels of deaf people 
as compared to hearing people, it deat children reach puberty at the 
same age as hearing children, or if deat^ girls reach menarche at ap 
proximately the same age as hearing girls Studies of hormonal U^vels 
in the deaf might well shed light on the incidence of mental illness m 
both deaf and hearing populations 

In /ami/v .md V/en^W //ea/f/i m <i Di'dt i\)puU}\\(m Rainer s^; 

gests that research is needed in the area of pharmacology and 
deafness Deaf patients have now had the u>e of psychotropic drugs 
over the past 20 years, alon,^ with hearing patients It would be inter 
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esting to have iumparativc* statibtici. about the specific modes of 
action of these drugs in both dear and hearing patients 

Ratner has also called for more research into the benefits of group 
psychotherapy tor deal people (1969), an area which has been of par- 
ticular mrerest to me for some time When I started my work in group 
psychotherapv with deaf patients m 196 5, I had no knowledge of any 
previous work using this method As was rTiade clear in chapter 3, my 
observations revealed Cvnam behaviors which appeared to occur 
more frequently m this group than in groups of nearing patients, such 
ds laughing, smilmg. frowning, touching, and occasional embracing It 
IS well known that nonverbal communication is common to all human 
beings. It would be ot particular interest to collect data comparing- 
the frequencies of types of nonverbal communication among the deaf 
and hearing populations These data, m turn, should help m the 
examination of the effectiveness of group psychotherapy for both 
deaf and hearing people 

One aspect of deafness which has always raised qu*^*^'' in my 
mind IS the sleep dream phenomenon Because sound so frequently 
serves as an drousal stimulus in the sleeping states of persons with 
normal hearing, the study of sleep in the deaf might pstablish connec- 
tions between sleep patterns und the absence of auditory stimulus 
Several studies of this subject are already available Max. 1935. 1937, 
btoyva. 1%5. Robinson and Dawson, 1975 This kind of exploration 
could open up avenues for better understanding the relationship of 
menial health to deafness 

Another area m vshich additional knowledge is needed is sexual 
behaviors and problems in deaf people My own exploration m this 
area m 1975 was by means of a 21 item questionnaire distributed to 
15 mental health professionals in the Washington area who work with 
dc-af people I he items included the following sexual behaviors and 
dvsfunctions impotence, premature ejacu'ation, delayed ejaculation, 
anorgasmia, dyspareunia, vaginisr^us. homosexuality, bisexuality, 
masturbation prostitution, excessive sex urge, oral-genital sex, sexual 
retu>al m marriage, incest, exhibitionism, fetishism, transvestism, 
sadomasochism, sex acts with animals, voyeurism, pedophilia The 
questionnaire was meant to be a cursory survey and not a scientific 
>tudv Twelve of the 15 mental health professionals receiving the 
questionnaire responded They reported cases of all of the problems 
and behaviors mentioned above except sexual refusal in marriage, 
voyeurism, and sex acts with animals The behavior appearing with 
the greatest freijuencv m males as well as females was masturbation 
It should be stated here that the sexual dysfunctions mentioned 
above vi/ impotence, premature ejaculation, delayed ejaculation, 
vaginismus, anorgasmia. and dyspareunia have rarely been studied in 
deaf people [his survey suggests that more rig9rous study should be 
done in human sexuality and deafness 
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An Orthopsvi hiatrit Workshop on Deatne^s wdb held at Samt Eliza- 
beths in May 1975 Participanti^ representing State programs from 
around the country determined that training m mental health and 
deafness was one of their highest priorities m providing mental health 
services This action has particular application to the needs of 
mentally and emotionally disturbed deaf children, who currently have 
no inpatient treatment facilities Much research is needed if such 
trammg programs are to be developed, once established, these 
programs would themselves further stimulate research endeavors 



Clayton. Lvnette and Robinson. Luther D Psvchodramd wjth deat people 

Amencan Annals of the Deaf, 116(4)415-19, August 1971 
Dickens Dons Lee Mental health consultation for deaf people lournal oi 

Rehabilitation ot the Deaf. 6(2) 184-86. October 1972 
I siTih Hans C fhioking \\ ithout language. Psychological Implications ot Deal- 

ness New York and London Free Press, 1966 
Coulder. Thomas j Short term training institutes in deafness and mental 

health journal of Rehabilitation of the Deat, 6(2} 187 89, October 1972 
Hester. Curtis I Training the deat m social work An undergraduate program 

in a mental health setting journal of Rehabilitation of the Deat, 6(2)68-72 

October 1972 

Max I W An experimental study of the motor theory of consciousness, ill 

lournal oi Comparati\e Psychology, 19 469-86, June 193S 
An experimental study of the motor theor\ of consciousness, IV 

lournal ot Comparative Psychology, 24 301-44, October 1937 
Polakotf, Dorothv P Social w6rk — A career tor the oeaf person journal of 

Rehabilitation of the Deat, 6(2) 61-67, Oc tober 1972 
Rainer J D Mtshuier K Z and Kallmann, F j , eds Family and Mental Health 

Problems in a Deat Population 2d ed Springfield III Charles C Thomas, 

1969 

Robinson lutherD and Dawson, Susan D FEG and REM sleep studies m deaf 

people American Annals oi the Deaf, 120(4) 387*90, August 1975 
and Mulroone\, Jean A seminar in human reactions tor deat college* 

students journal of Rehabilitation of the Deaf, 6(2) 180-183, October 1972 
Si hlesmi^tT Hildf S andMt.uiovs KathrvnP Sound ami s'gii, ( hildhood Drat 

ness and Mental Health Berkeley University ot Calitornia Press, 1972 
Stoyva, jM Fingt"- electromyographic activity di^fing sleep Its relation to 

dreammg in deat and normal subjects journal of Abnormal Psychology 

70(5) 34V49, 1965 

Vernon McC ay ^ guide tor the psychological evaluation ot deaf and severely 
hard or hearing ddciis f lie fk\)t '\meri( an 19(9) 1 5-18, May 1967 

Fifty years ot research c^n the intelligence of deaf and hard-of-hearing 

children journal of Rehabilitation of the Deaf, 1(4) 1-1 2, january 1968 

and Brown. DVV A gCiide to psychological tools and testing proce- 
dures in the evaluation or cj*^at and hard-of-heanng children journal of 
Speech and Hearing Disorders, 29 414-2 \ November 1964 



REFERENCES 




EMC 



137 



Afterword 



It 15 gratifying to thmk that the la:>l tv^o uecades have opened up a 
new era in mental health facilities for deaf people, but as in all 
developments of this kind, exploration and progress result m the con- 
stant identification of new needs. The success of programs in New 
York, Chicago, San Francisco, and Washington, DC, has spotlighted 
the lack of such services in many parts of the country, growth in this 
regard has been steady (programs have begun in Pennsylvania, Ohio, 
Minnesota, Virginia, Wisconsin, Colorado, North Carolina, West 
Virginia, and Indiana, among others), but we still have a long way to 
go if adequate mental health facilities are to be readily available to 
all deaf people who need them In addition, existing facilities, are in a 
more or less continual process cf testing and improving their services 
There is a consensus among those involved in such facilities that they 
could do more m serving the mental health needs of deaf people 
Accordingly, more placement facilities such as halfway houses should 
be created tor deaf patients to serve as a transitional step between 
hospital and community, or, in some cases, to serve as an alternative 
to hospitalization One such example of a functioning halfway house 
is the one operated in Washington, D C , by the National Health Care 
Foundation for the Deaf In association with houses like these, or 
apart from them, more social and rehabilitation services for the 
mentally tmoroved deaf person could be established and much more 
consultation and guidance and other outreach programs could be pro- 
vided There are pressing needs for programs to serve deaf children, 
the mentally retarded deaf, as well as those with serious behavioral 
disorders Quahty training is needed to prepare personnel to provide 
quality services These are but a few ways in which professionals in 
the tield ot mental health and deafness continue to scrutinize them- 
selves, their accomplishments, and their goals m the interest of con- 
tinued growth 

However, preventive action is most important of all since it is al- 
ways easier to forestall psychological damage than to undo it The 
problems ir communication discussed in chapter 1 must be met 
squarely, both at home and m the educational institutions a great 
many behavioral disorders m deaf individuals could clearly be 
averted it all parent^ knew how to deal with deafness realistically, 
and all children were provided with the proper opportunities for the 
development of communicative skills We should also try to intro- 
duce social workers, psychologists, and medical consultants into the 
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sihoul svsttwiis to fu l|) in tht' t-arlv (jeitn tion ot ('motional dittic ultJes, 
to provide* trecUnu'Mt whvw nrM'ssdrv and to |Oin y^ah teachers and 
administrators on such matters as the development of educational 
programs m human sexualitv —currently a pressing need And perhaps 
most signiticantly, we have a responsibility to create a community 
climate in which persons with emotional problems are not shunned 
but helped, in which the tamilv and mends o* emotionally disturbed 
individuals know how to make be*)t use ot the community facilities, 
and in which hearing and deaf ()eople work together to promote 
mental health tor everyone 

During the last hair century we have se(»n a new trend in (he de- 
livery ot mental health services and other programs The treatment 
emphasis has been on prevention, early detection, reduction of the 
mental hospital inpatient population, and community based mental 
health services Long-term hospitalization otten had detrimental 
effects on patients it imposed what we call chronicity, or the indefi- 
nite extensior. ot the illness The longer the person was isolated from 
the mainstream ot lite and society, the more difficult it was tor him or 
her to n-eturn similar ditticulties m adjustment were ottcn experi- 
enced by the ramilit»s ot patients returned home dfter long absences 
Today mental health tacilities try to get patients back into the main- 
stream fit society as soon as possible, where they mav continue" tT^^at- 
ment on an outpatient basis it necessary However, such efforts tail if 
the community itselr does r^t lend support to the patient when he 
needs it. this support may ta!<e both direct and indirect forms 
Intensive involvement ot family and relatives -sometimes in a 
patient's thera[)y. almost always in his rec uperation — is one kind ot 
support, the acceptance or a person who has suttered an emotional 
illness by the average citi/en is another It is very sad when an indi- 
vidual who has recovered trom the critical phase ot a mental dis- 
order finds that he must contend with preiudice and soc lal ^tigma as 
his price ot readmission into society Yet these attitudes will not 
change until more peof)ie understand the nature ot mental illness, and 
the importance ot social climate in the promotion of mental health 

Citizen responsibility to the mentally ill deaf >s, perhaps/ even 
greater, since the emotionally disturbed deaf person is likely to 
encounter prejudrce against both his deafness and his disturbance, it 
he has a language deficiency, and would have difficulty communicat- 
ing With the hearing world under the best of x ircumstances, his isola- 
tion may indeed be ^rnble The community must lend a helping 
hand, perhaps the 'mo# obvious way »n which this can be done is 
through institutions*- businesses and schools offering jobs and re- 
habilitative education But the individual citi/en has many choices 
also he or she can do volunteer work in connection with hospitals or 
mental health agencies, promote adult education programs in mental 
health, support through political action allocation of adec^uate ( om- 
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ni'jnitN rf>uuritK fur k .m^ an*.! rehabilitation of emotionally disturbed 
persons* and share, Vrht-never possible, the tacts about mental illness 
and about deafness with tamily and friends who are uninforrned 
Ihrough therapv, protesMOnals in the field of mental health can help 
a patient establish, or reestablish, the faculty of accommodation- 
that abilitv to adapt to .the changing realities of experience- 
^vhKh IS basK lo a happv and healthy, lite, however, tt the mdi- 
V, duals efnirv>fin>ent ur.poses inurdinatel\ heavy Pressures, and forces 
hjm immediateiv into a new series of stressful situations, much 
<>t the progress accomplished m therapy may be undone That is 
one or the reasons v\hv mental health is everyone's responsibility, and 
v\h\ tht mentai health of deal people, m particular, demands the 
attention and contern ot an enlightened and involved community 

Ihe advances ot tne lasi 20 v^ars are heartening, and the prognosi:> 
u>T (Uialttv n>ental health services in the future optimistic, but mu<;|i 

.? v\[Kit vmII assure the n.aintenance ot sound minds in the deaf 
iM»{ .Jaf.on will dt>pf nd on the establishment oi a social milieu in 
. ^ v> ar ;>ervc>ns raui complete ac c eptance and support 
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